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ABSTRACT

In this paper I will analyze the importance of an

effective Contracting Officers' Representative (COR)

surveillance plan for managing a coordinated care

program. The surveillance plan I will use as an

example is the plan for the Fort Bragg Mental Health

Demonstration Project. The purpose of the

demonstration project is to improve the quality of

mental health care for children of military families

for less cost than care from the Civilian Health and

Medical Program of the Uniform Services (CHAMPUS).

While the formal surveillance program did not

begin until after the contract entered its second year

of operation, once the COR began using the surveillance

plan positive results occurred. The major

accomplishments of the surveillance program were

identifying problems in the quality of patient care and

questions about the cost effectiveness of the project.

The contractor and the independent evaluation team

dispute the findings of the COR. This disagreement

highlights the criticality of having indisputable

standards upon which the surveillance plan is based.

The key to a successful coordinated care contract

is to have a well thought out and aggressively executed

surveillance plan.
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AUTHOR'S NOTE

My Graduate Management Project (GMP) focuses on

the criticality of contract surveillance for any

government managed care contract. I selected the

Army's Mental Health Demonstration Project at Fort

Bragg as the case study for analyzing contract

surveillance. Contract surveillance, by its very

nature, looks for things that are wrong. As a result,

my research on the importance of contract surveillance

will show problems, some of them very serious, with the

Demonstration Project. Due to my narrow focus on the

project it is essential for the reader to avoid judging

the success of the entire project on the basis of the

research presented in this paper. Clearly, it is far

beyond the scope of my paper to determine the degree of

success of the Demonstration Project. For those

readers who are interested in the official evaluation

of the entire project, I included, as Appendix B, the

interim report from Vanderbilt University. (Vanderbilt

University is under contract to evaluate the entire

Demonstration Project to determine the

effectiveness/efficiency of the project.)
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1. ZXNTRODUCT1O

Conditions which Prompted the Study

In 1991, the cost of health care had become front

page news as exemplified by this excerpt from the

Chicago Tribune: health care will cost more than $756

billion or roughly 12.2% of the Gross National Product

(GNP) (Beck, 1991). This compares to 1960 when health

care accounted for 5% of GNP (Rowley, 1992). Some

projections estimate the U.S. will be spending $2

trillion on health care by the year 2000 (Rowley,

1992). This enormous expenditure on health services

puts a tremendous strain on all segments of American

society. For example, United States business's share

of the health care costs in 1991 was $186 billion

(Faltermayer, 1992). Obviously, businesses transmit

these costs back to the consumer. Many business

leaders are citing health care expense as a major

factor preventing American businesses from being able

to compete with oversees businesses.

The cost of health care is not only a concern for

U.S. business leaders but millions of Americans are not

able to afford to access the medical system. Experts

estimate there are 30-37 million Americans without

health insurance and an additional 60 million are



2

underinsured (Karlin, 1991 and Rowley, 1992). For

these and many other reasons the cost of health care

has become an item of intense national interest and

debate.

The two most talked about solutions are

"Nationalizing" the health care industry or adopting

the concept of managed health care. The July 29, 1988

edition of Modern Healthcare goes so far as to

speculate that, by 1997, HMOs and PPOs will control 80%

of the health-care market. Fortune magazine goes even

farther by advocating virtually every American should

be a member in some form of a managed care plan

(Faltermayer, 1992). These two articles highlight the

experts in the health care industry belief managed care

is the solution for the 1990s.

The Department of Defense (DOD) is also

experiencing enormous increases in the cost of

providing health care for 9 million eligible

beneficiaries (Pasztor, 1991), of which 6.7 million are

dependents or retirees (Baine, 1991). In addition, the

Department of Defense spends $14 billion on the entire

health care system (Kenkel, 1991a). The Civilian

Health and Medical Program of the Uniformed Services

(CHAMPUS) pays for most of the health care provided to

the 6.7 million dependents and retirees. Moreover,
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from 1981-1991, the Department of Defense CHAMPUS

expe:ase increased from $852 million to approximately

$4.0 billion (Badgett, 1990 and Kenkel, 1991a).

Dr. Enrique Mendez, Assistant Secretary of Defense for

Health Affairs, believes managed care is the solution

to the rapidly rising cost of providing health care

(Pasztor, 1991). Dr. Mendez has empowered the various

services, including the Department of the Army, to

implement managed care (Pasztor, 1991).

A prime candidate for managed care is the area of

mental health services. At the National level, one

survey showed the cost of mental health benefits grew

28% in 1988, which is twice the percentage increase for

other health benefits (Edinburg & Cottler, 1990).

Moreover, this rate of increase is roughly six times

the inflation rate for all goods and services.

Currently, employers spend more than 30% of their

health care dollars on mental health service, including

substance abuse treatment (Belichick, 1991).

The cost of child and adolescent psychiatric

services is the leading cause of the increase in mental

health care costs. From 1980-1984, the number of

children receiving inpatient psychiatric services

increased 450%, from 10,764 to 48,375 inpatients

(Bickman, Heflinger & Pion, 1991). The cost of
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adolescents mental health care increased from $1.5

billion in 1983 to $4.0 billion in 1988 (Belichick,

1991). This may only be the tip of the ic:eberg; some

experts believe more than half the children needing

psychiatric care do not receive it (Bickman, et al,

1990). Although, other experts believe inpatient

adolescent mental health services are the most abused

aspect of inpatient services (Belichick, 1991).

In his testimony to Congress, Mr. Baine (1991)

highlighted the concern within the Department of

Defense that mental health services are a major factor

in the continuing increase in CHAMPUS costs. Mental

health care accounted for approximately 18% of all

CHAMPUS costs in 1984 and that percentage is increasing

(Burn, Smith, Goldman, Barth, and Coulam, 1989). From

1985-89, the CHAMPUS cost for mental health services

more than doubled to over $600 million (Byron, 1991).

Mental health services for children and adolescents

account for roughly 73% of the CHAMPUS mental health

expense (Byron, 1991). For example, between 1986 and

1989 the number of admissions for children ages 10-19

increased from 7,500 to 19,288 (Nelson, 1992a).

Additionally, according to the American Psychiatric

Association, large amounts of money are wasted on

psychiatric services because no one is monitoring
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patient progress (Belichick, 1991). These facts were

central to the Congressional decision to direct the

Department of Defense to undertake a child and

adolescent psychiatric demonstration project in the

Fort Bragg catchment area (Report of the Committee on

Appropriations 100-410, 1987).

Lenore Behar, PHD, was the principle proponent of

this demonstration project. Dr. Behar is a special

assistant for child and family services for the State

of North Carolina. The demonstration has three main

goals:

1. To demonstrate that an alternative delivery

system (i.e., a full continuum of mental health

services) can provide quality services to more

clients per year for the same cost as for a

traditional approach to service provision.

2. To demonstrate that as an alternative, a full

continuum of mental health services for

children/adolescents can be tailored to the

clients' needs and thus provide more appropriate

and more cost effective treatment services per

client.

3. To demonstrate the efficacy of a federal-state

contractual agreement in providing mental health

services for military children/adolescents (Behar,
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1991).

It is critical to highlight the purpose of the

demonstration is to do more than manage care, i.e.,

provide utilization review and negotiated rates. The

central strategy of the demonstration is to offer "less

expensive substitutes for the more expensive hospital

based care" (Behar, 1992, p.1)

At the heart of any managed care initiative is the

contract. An effective contract spells out exactly

what is to be managed and how. However, even a well

written contract is subject to failure if it is not

properly overseen. The key element in overseeing a

contract is the surveillance plan. Therefore, this

paper will analyze the surveillance aspect of the

government (DOD/DOA) contracts with the State of North

Carolina to execute this demonstration project. As a

result of the analysis on the contract surveillance, I

will provide an overview of the essential elements of

this demonstration project and some of the lessons

learned from this effort to provide managed care to

child/adolescent mental health services. Moreover, I

will highlight the key elements of the surveillance

program which were most helpful in monitoring the

project.
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Statement of the Management Question

What are the essential elements that make up an

effective surveillance program? (Specifically, a

contract in which the Army contracts with a state

agency to conduct the managed care project through the

use of a civilian not-for-profit subcontractor.)

Review of the Literature

Few Americans would argue that there are serious

problems withthe nation's health care delivery system.

One of the main problems is the cost of health care in

America. Experts expect health care costs to raise

10.7% this year (Cerne, 1992). This percentage

increase will result in Americans spending more than

$817 billion on health care or 14% of the (GNP) (Cerne,

1992). Moreover, the rate of inflation for the health

care industry is approximately three to four times the

rate of inflation for all other goods and services

(Edinburg & Cottler, 1990).

The nation's health care system also has a

tremendous problem providing equitable access to health

care for all citizens. The access problem is best

exemplified by the estimated 34 million Americans

without health insurance and another 60 million with

inadequate health insurance (Karlin, 1991).
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The most recently acknowledged problem is the cost

of employees health benefits is eroding U.S. companies'

ability to compete in the world market place. Overall,

employers are paying 20-30% more each year for their

employees' health care plans (Edinburg & Cottler,

1990). In 1989, spending for health services as a

percent of corporate after-tax profits grew to more

than 100% (Karlin, 1991). So, American businesses

share of the health care bill for 1990, $186 billion,

exceeds their after-tax profits (Faltermayer, 1991).

"Moreover, the average cost of health coverage went

from $2,600 per employee in 1989 to more than $3,100 in

1990. At this rate, the average health-care premium

will be more than $22,000 per worker by the year 2000"

(Karlin, 1991, p. 1). While there are many other

problems with the U.S. health care system, these three

highlight the crisis facing the delivery of health care

in America. Experts in the health care industry are

betting on the concept of managed care being the

solution to this crisis.

Mental health is one of the largest "cash cows" in

the health care industry, and therefore, one of the

main causes for the crisis in health care. The

magnitude of the growth in mental health services is

exemplified by this quote, "...Psychiatric hospitals
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represented the largest share of market growth for

investor-owned systems. The number of psychiatric

hospitals increased by 9% from 1986-1987, from 297 to

324 hospitals. During the same period, the number of

psychiatric beds jumped 28 percent-from 24,008 to

30,633 beds" (Martinsons, 1988, p. 52). Additionally,

"The Commerce Department estimates that expenditures in

1990 for health care services in the United States will

exceed $660 billion, or roughly 12% of the gross

national product" (Dorwart, 1990, p. 1088). Dorwart

indicates mental health care accounts for 12-14% of

that $660 billion (Dorwart, 1990). "A recent survey of

1600 businesses noted that costs for employee mental

health benefits rose 28 percent in 1988, twice the rate

of increase for other health benefits" (Edinburg and

Cottler, 1990, p. 1063). In firms with more than 5,000

employees, mental health costs grew at more than 47% in

1990 (Mason, 1991). Dr. Borenstein (1990) states the

major portion of this increase is attributable to

adolescent inpatient care or substance abuse treatment.

From 1983 to 1988 the cost of psychiatric services for

adolescents increased from $1.5 billion to $4 billion

(Belichick, 1991). The magnitude of mental health

services is exemplified by the fact that in 1988

Chrysler employees spent as many days in the hospital
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for psychiatric care as they did for all other medical

reasons combined (Longnecker, 1991). This explains the

increase in the number of psychiatric hospitals

tripling over the past decade (Dorwart, 1990).

Clearly, the cost of mental health services is a major

determining factor in the overall cost of health care.

Thus, mental health services are a prime target for the

proponents of managed care.

Managed care is not a new idea. In fact, a large

portion of health care is currently provided through

some form of managed care system. For example,

Dr. Dorwart (1990) says seven in ten Americans find

that their health care utilization is managed through

some type of managed care program. Estimates show

three out of four psychiatric patients will receive

their care from some form of managed care program

(Dorwart, 1990). One of the major reasons for the

switch to managed care programs is cost savings. Due

to a lack of programs to monitor psychiatric patient

care large amounts of money are wasted (Belichick,

1991). For example, HMOs hospital reimbursement rate

is roughly 40% less than a traditional indemnity plan

(Kenkel, 1988). This trend highlights what several

studies are suggesting: managed care is a more

profitable way to do business. In 1989, Hospitals
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magazine published a study which indicated that "55% of

the HMOs surveyed were profitable compared with 32% in

1988" (Managed Care, 1990, P. 22). The author of the

Hosjitals article goes on to say, "Twenty-two percent

of the HMOs expanded benefits in their best-selling

plans in 1989, most commonly adding mental health and

substance abuse treatment" (p. 22). Improved profits

is a major argument for adopting managed care.

To some, this increased profitability is an

interesting paradox, given the purpose of managed care

is to cut costs. A logical assumption would be reduced

costs mean reduced profits. The advocates of managed

care would argue that managed care maximizes

efficiency, and thus, reduced costs is not a mutually

exclusive event from increased profits. In other

words, managed care is a win-win situation in which the

patients gain by less costly medical care and the

providers gain by greater profit margins. For example,

in 1988, the year HMOs achieved their largest market

penetration, the cost per admission was reduced by $483

which accounted for a $1.04 billion annual savings

(Kenkel, 1992b).

Given the Assistant Secretary of Defense for

Health Affairs mandate to implement the concept of

managed care, I will now briefly examine how managed
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care fits the military health care system. It is

essential to acknowledge the fact that the military

child psychiatric patient population is similar to the

civilian population (Pehrson and Lee, 1991). In order

to best understand how the concept of managed care fits

the military medical system one must understand the

basic structure of the DOD health care system. The

Department of Defense operates a dual health care

system. one element is the direct care system which

operates out of DOD treatment facilities and the second

element is CHAMPUS. "CHAMPUS is a medical benefit

program that cost shares charges for medically

necessary treatment provided to eligible beneficiaries

by civilian sources when needed services are not

available from the military direct care system"

(Badgett, 1990, p. 1). One quick look at the amount of

money spent on CHAMPUS and it is easy to understand why

the military is interested in managed care. In fiscal

year (FY) 1981 the Department of Defense spent $852

million on the CHAMPUS program, by FY 1988 the cost had

climbed to $2.5 billion (Badgett, 1990). The CHAMPUS

budget overrun for fiscal year (FY) 1990 was $740

million (Kenkel, 1991c). Mental health care costs

*increased 126% between 1986 and 1989 (Nelson, 1992b).

In 1991, CHAMPUS expenditures for mental health
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services were $631 million (Nelson, 1992b). The

average psychiatric admission costs $25,563 and the

average length of stay is 102 days (Behar, 1991). Add

to these figures the emerging opinion that over 40% of

all child psychiatric admissions are unnecessary and

that over 50% of those admitted could be treated in

less restrictive (and less costly) settings (Behar,

1990). Psychiatric services account for approximately

20% of total CHAMPUS expenditures (Burns, Smith,

Goldman, Barth, and Coulam, 1989).

One of the many managed care experiments the

Department of Defense is pursuing is the CHAMPUS Reform

Initiative (CRI). Foundation Health Corporation is the

civilian managed care group responsible for

administering the health care delivery for all DOD

beneficiaries in California and Hawaii. According to

researchers at the Rand Corporation, CRI appeared to

reduce mental health inpatient expenditures by 17%

between 1987 and 1989 (Kenkel, 1991b). This savings

reduced the mental health care portion of the CHAMPUS

bill from 28% to 22% (Kenkel, 1991b). During the same

time period mental health care costs rose 94% in the

non-CRI areas (Kenkel, 1991b). One reason for such

dramatic savings is the Length of Stay (LOS) is only 10

days for CRI patients versus the average from 1984 of
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31 days (Kenkel, 1991b). This reduction in LOS

accounts for the drop in the cost per admission from

$18,539 to $2,515 (Plunkett, 1992). So there is strong

evidence to support managed care as a cost effective

method of delivering mental health care.

Another managed care initiative the Department of

Defense is exploring is the Tidewater Demonstration

Project. The Tidewater Demonstration Project is

designed to reduce the cost of mental health care in

the Tidewater area of Virginia. Initial findings are

very encouraging, the project has saved $140 million

(Plunkett, 1992). For example, in May of 1988 there

were 110 children in residential care now there are

only four (Plunkett, 1992). These figures are good

news for everyone concerned with the cost of health

care.

Cost is not the only reason to be concerned about

mental health care provided to CHAMPUS beneficiaries.

Thousands of service members, children are imprisoned

in psychiatric facilities (Nelson, 1992a). Nelson

(1992b) goes on to state the (LOS) in a mental

treatment facility is highly correlated to how many

days their insurance will pay for, this is particularly

true for children. In fact, the average inpatient

length of stay was 35 days for CHAMPUS eligible



patients versus the national average of 13 days (Burns

et al., 1989). As of May 1992, there are 52 cases, 43

of which involve treatment of minors, of potentially

fraudulent claims for mental health services under

investigation by the Pentagon (Nelson, 1992b). Eighty

percent of these cases are provider fraud (Nelson,

1992b). Nelson (1992b, p. 3) also cites the findings

of a consulting firm which indicates "one-third of

hospital admissions for psychiatric care were

unjustified and two-thirds of the care did not meet -

or couldn't be proven to meet - Defense Department

standards".

In Nelson's article (1992b) she highlights a

couple of the most serious abuses of CHAMPUS mental

health benefits. In one case, a provider was indicted

on 74 counts of CHAMPUS fraud; one of the counts is

having sex with patients as part of therapy. Another

case involves a mother and her four year old daughter

being held against their will in a psychiatric hospital

in Texas. CHAMPUS fraud is not a new phenomenon. The

key to preventing fraud is proper oversight by all

levels of the military health care system (Nelson,

1992b).

The Pentagon hired a private contractor to review

137 residential treatment centers (RTC). The
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contractor determined 26, or 19%, should be removed

from the CHAMPUS list of approved providers (Nelson,

1992b). The situation is so serious Congress has a

special committee investigating the problem. The

committee chairperson, Congresswomen Patricia

Schroeder, described the problem this way, "'Clearly,

this business of treating minds - particularly this big

business of treating young minds - has not policed

itself and has no incentive to put a stop to the kinds

of fraudulent and unethical practices that are going on

(Nelson, 1992b, p.3).'"

Since 1988, Congress initiated several programs to

bring CHAMPUS costs down while improving the quality of

care. These programs are designed to decentralize the

management of the CHAMPUS budget (Badgett, 1990). The

most recent initiative is to allocate all of the

CHAMPUS budget to the catchment area hospital

commander. This managed care program has four major

objectives:

1. Contain the rate of growth in CHAMPUS costs.

2. Improve accessibility to health care.

3. Improve satisfaction with health care.

4. Maintain quality of health care. (Badgett,

1990), p. 3)

Managed care seems to be having the desired effect
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in the area of mental health services. Through the use

of managed care programs the CHAMPUS expenditure for

inpatient psychiatric treatment declined from $15.9

million in 1987 to $13.2 million in 1990 (Kenkel,

1991b). This summarizes the argument in favor of

managed care.

While the vast majority of experts in the health

care industry believe managed care is the solution to

the health care crisis, there is growing opposition to

the concept of managing medical care. This debate is

especially keen among mental health care professionals.

The main questions about managed care are: "...whether

it adversely affects the quality of care... [and]

... whether it restricts access to care..." (Dorwart,

1990, p. 1087). Dorwart (1990) goes on to hypothesize

that it is a myth that managed care, by itself, can

control the increase of mental health care costs.

According to the Institute of Medicine, utilization

management is a one-shot savings, not a continuous cost

control (Dorwart, 1990). Moreover, managed care is

leading to rationing. In many states that do not have

mandatory inpatient benefits, HMOs provide little or no

coverage for inpatient psychiatric care (Dorwart,

1990). Dorwart (1990) claims it is a myth that managed

care does not affect the quality of care, implicit in
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cost reduction is lesser quantity and/or quality. For

example, "60% of psychiatrists responding to a national

survey reported pressure from outside influences to

shorten the length of stay or to discourage treatment

for some patients" (Dorwart, 1990, p. 1090).

Another argument against managed care is the cost

of utilization management may be greater than the

savings (Dorwart, 1990). Some beneficiaries are also

against the concept of managed care because some of

them have been denied access to treatment. Congress is

exploring these concerns on the part of beneficiaries.

The dilemma of mjnaged care is how to achieve the goal

of insuring high quality mental health services at an

appropriate cost while not denying care to needy

patients (Nelson, 1992b).

Dr. Borenstein (1990) suggests many of the people

conducting psychiatric patient care reviews are not

qualified to make such judgements. Even those who are

qualified to make judgements about patient care are

under such pressure to contain costs they are unlikely

to be able to make objective decisions on the

appropriateness of treatment (Borenstein, 1990). Dr.

Borenstein (1990) also describes a "sentinel effect" in

which psychiatric patients refuse or discontinue

treatment because they fear a loss of patient
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confidentiality due to the requirement for external

review.

One final problem with plans to adopt a managed

care approach for psychiatric services is psychiatrists

control the delivery of psychiatric services.

Psychiatrists determine how 70% to 80% of the money

used to pay for mental health care will be spent

(Patterson, 1990). Due to this fact, managed care

programs must have the full support of the

psychiatrists in order to be successful. This kind of

consensus among psychiatrists may be very difficult to

obtain.

The military is a microcosm of the national debate

against managed care. Probably the largest DOD managed

care program for mental health services is the

Tidewater Demonstration Project. Some beneficiaries

are accusing the Tidewater Demonstration Project of

denying them access to care (Plunkett, 1992). Some of

these charges stem from the potential conflict o'

interest faced by the contractor for the Tidewater

project. The potential conflict in interest arises

from the terms of the contract. The contract sets a

fixed payment amount for the contractor regardless of

how much medical care the contractor provides. In

other words, the contractor, First Hospital Corporation
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(FHC), has a very strong financial incentive to deny

treatment (Nelson, 1992a).

Not only is this a potentially harmful situation

for the patient but, CHAMPUS can end up paying twice

for the same beneficiary. This double paying could

occur when a beneficiary in the Tidewater area is

denied care by First Hospital Corporation (FHC) and the

family obtains care outside the Tidewater catchment

area (Nelson, 1992a). In this case, CHAMPUS pre-paid

FHC and then has to pay the provider of the care. A

spin off of this double billing problem is the

possibility that beneficiaries will know to avoid an

assignment to the Tidewater area if they have a problem

child. The net effect of this situation is the

Tidewater area has a lower acuity rating which means it

will cost FHC less to provide care (Nelson, 1992a).

However, it will cost CHAMPUS more for other catchment

areas.

Other beneficiaries in the Tidewater area complain

of poor quality of care. In one case, a therapist

never asked to see a patient for an appointment, the

patient then committed suicide (Plunkett, 1991).

Government inspectors find a major problem with the

quality of treatment in 20% of the patients (Plunkett,

1992).
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Another major argument against the DOD managed

care initiatives is the program cost shifts. Because

of the CHAMPUS eligibility rules many patients do not

qualify for care under the CHAMPUS program. When

beneficiaries do not meet CHAMPUS eligibility

requirements they must seek care from other

governmental agencies. (Currently, the states are the

primary payers for mental health services (Behar,

1990.) And needless to say, the states are not

thrilled with the prospect of picking up the bill for

dependents of military personnel.) For example,

CHAMPUS does not cover "custodial care". (Custodial

care is defined as the care needed to meet the needs of

daily living.) This means a child who is retarded will

need to seek care from some other agency, generally,

from the state. As a result, states with good mental

health care programs become the location of choice for

servicemembers with children with chronic problems.

So, the state picks up the financial burden of these

DOD beneficiaries.

A judge for the state of Virginia claims CHAMPUS

eligible beneficiaries are not receiving the care they

have a right to from the federal government (Nelson,

1992a). In fact, the state of Virginia has a waiting

list of 200 children with psychiatric problems (Nelson,
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1992a). The initial data is still insufficient to

alleviate these concerns. However, the preliminary

numbers indicate roughly 1% of the patients denied care

by FHC eventually receive care outside the catchment

area (Nelson, 1992a).

Many believe the Department of Defense does not

have the ability to design and operate a manage care

system. A report by the General Accounting Office

states few hospital commanders have demonstrated the

ability to make the managed care program a success

(Kenkel, 1991c). This inability of military hospital

commanders to operate an effective managed care system

lead lawmakers to analyze whether military

administrators or civilians should run the military's

health care system. Mr. Kenkel (1992a) hypothesizes

military administrators do not possess the knowledge to

effectively/efficiently run a managed care system

(Kenkel, 1992a). Mr. Kenkel (1992a) also highlights

the fact that Congress is debating whether to turn the

administration of the military health care system over

to civilian health care administrators. Even members

of the Army Medical Department are on record as saying

efforts to manage care through civilian contracts are

not achieving the goal of saving money (Jensen, 1989).

Despite the argument against managed care the
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nation's health care system is clearly adopting managed

care policies. Specifically, Dr. Mendez is convinced

coordinated care (Dr. Mendez prefers the term

coordinated care to managed care) is the solution to

gaining control of the growth in the cost of the DOD

health care system. However, it would be wise to be

aware of the arguments against managed care in order to

avoid those potential problems.

At the heart of any managed care initiative is a

contract. According to the American Heritage

Dicionary (1988) a contract is: An enforceable

agreement; covenant. Obviously, no one enters into a

contract with someone who they believe will not live up

to their part of the agreement. However, "trust but

verify" is the key to a successful contract.

Therefore, the most important part of a contract is the

surveillance plan to insure all parties live up to

their part of the contract.

Negotiation is the first step in contract

managemeit. While there are numerous potential

pitfalls in negotiating a successful contract, there

are four major areas which cause problems. The first

thing to remember in negotiating a contract is not to

pre-select a vendor (Cerne, 1989). (Congress violated

this rule when they pre-selected who would manage the
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mental health care project at Fort Bragg.) It is

essential for the contract to have well defined

deliverables (Simpson, 1991). Another item that is

crucial to negotiating a sound contract is the

negotiating team must have accurate cost information

(Johnsson, 1991). Without accurate knowledge of what

it costs to do a procedure in-house versus out-of-house

the contract may end up hurting the organization. The

last item is insuring the negotiations specify what the

"warranty" is (Simpson, 1991). The warranty goes hand-

in-hand with the deliverables. In other words, if the

contractor fails to meet the standard for a particular

deliverable the penalty will be a specific action. The

bottomline is all parties need to know exactly what

they are suppose to do and what happens if they fail to

do so.

The end product of a successful negotiation period

is a contract that all parties can support. The next

step is the contract execution phase. The length of

this step is clearly spelled out in the contract. The

essence of this phase boils down to how well all

parties meet the conditions of the contract. This step

centers around formal criteria developed to detect

contract compliance (Remington and Hylton, 1991). It

is this verification process that insures all parties
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contract needs are being met.

The final step in the contracting process is

renewal/termination phase (Korenchuk, 1991). The

contract must specifically address both possibilities.

once again, it is essential that all parties have a

complete understanding on how the game is to be played

and what their responsibilities include. In the case

of renewal, the most important aspects are when the

contract is due for renewal and if the contractor will

need to re-bid to obtain the contract (Korenchuk,

1991).

Termination is a more complex matter. First, the

reasons for termination must be defined in such a way

that there can be no argument about the justification.

for one party terminating the contract (Korenchuk,

1991). Terminating a health care contract is not as

easy as most contracts. Termination plans must address

exactly how patients will receive their care after the

contract terminates. In addition, items like

disposition of medical records must be planned for

prior to the start of the contract (Korenchuk, 1991).

The termination plan should provide the contractor

with an opportunity to respond to charges they are not

meeting the terms of the contract. When the contract

oversight personnel identify deficiencies they need to
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clearly articulate the problem to the contractor and

indicate a reasonable timeframe in which the

deficiencies should be resolved (McLaughlin, 1988). In

a worst case scenario, if the contractor continues to

fail to meet the standards of the contract the

oversight personnel should initiate more frequent

reviews (McLaughlin, 1988). Additionally, the

personnel responsible for managing the contract should

lay the ground work for executing the termination plan.

These contingency plans are easily overlooked

during the negotiation phase. However, it is

absolutely necessary to work out a comprehensive

termination plan as part of the terms of the contract.

Through proper planning a bad situation (contract

termination) can avoid becoming a disastrous one or

even a potentially life-threatening one for those

patients receiving care from the contractor. So, the

most important part of the contract is how to end it if

it is not accomplishing its objectives (Anderson,

1989).

In a government contract, the terms of the

contract are described in the Statement of Work (SOW).

Therefore, the SOW forms the basis upon which to

develop the surveillance plan for insuring the

contractor meets the terms of the contract.



27

Purpose of the Study

The purpose of the study is to determine the major

elements essential in developing an effective and

efficient surveillance plan for monitoring a

coordinated care contract specifically where the

government contract involves a state contractor and a

civilian subcontractor.

II. METHODS AND PROCEDURES

Study Design

This study will be qualitative in nature. The

major aspects of the methodology are: 1) a series of

interviews with the key project personnel, 2) review of

documents generated by personnel involved in the

project, 3) other surveillance systems and 4)

additional written sources of information.

The following are the key interviews I conducted

with personnel involved in the military contract

surveillance program:

1. Colonel Elmer Casey, Commander of Womack Army

Medical Center (WAMC), the medical center responsible

for the catchment area in which the demonstration is

being conducted.

2. Colonel Thomas Whitesell, Chief of Staff, WAMC.
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3. Colonel Kevin Kiley, Deputy Commander for

Clinical Services, WAMC.

4. Captain Jennifer Douglass, Contracting Officer

Representative (WAMC) for the demonstration contract.

5. Major Michael Wymes, Project Officer (WAMC) for

the demonstration.

6. Lieutenant Colonel (P) Dennis Dohanos (Health

Services Command point of contract (POC) on the

demonstration).

7. James Newman, Contracting Officer

Representative (WAMC).

The following are the key questions asked:

1. What is the historical background of the

project?

2. What are the political aspects of the project?

3. What is the desired goal of the project?

4. Discuss the resourcing of the project.

5. What other sources of information exist on the

project?

6. How can the project be improved?

7. How is the project progressing towards that

goal?

I also discussed the project and the various

surveillance programs with the contracting staff, the

subcontractor's staff, and other mental health care
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professionals in the Fayetteville area. The basic

questions I asked were:

1. Provide a description of the demonstration and

any background information on the project.

2. Compare this to other mental health care

treatment programs.

3. Identify the project's strengths and areas that

can be improved.

Other Sources of Data:

1. DMIS

2. RAPS

3. MEPRS

4. Health Services Command perspective

5. Local data: workload, financial, and FTE

6. Industry literature

7. Project documents

8. Other surveillance systems

Ethical Statement

Because the study is a historical review there is

no need for a formal ethics statement or approval of

the Human Use subcommittee. However, I will provide a

copy of the paper to the contractor, subcontractor,

project officer Health Services Command, and the WAMC

project officer for their review and comments.
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Milestones

4 Nov 91 Submit GMPP

29-30 Nov 91 Draft GMP Intro and Literature Review

17-30 Dec 91 Complete interviews

1-3 Jan 92 Complete research of Contractor

24 Jan 92 Complete research of Subcontractor

7 Feb 92 Compare Womack's procedures to

Contractor's

3 Mar 92 Draft GMP review at ACHE

29 Jul 92 Preceptor reviews draft of GMP

9 Aug 92 Committee reviews draft GMP

17 Aug 92 Receive approval of my GMP

Expected Vindings and Utility of Results

I expect to find the key elements necessary to

execute a surveillance plan for a coordinated care

contract involving a state agency and a civilian

subcontractor. In addition, I expect to identify some

of the important lessons learned which were brought to

light by the surveillance program. These results could

facilitate establishing a surveillance program for

other health care contracts.

Secondary findings include how to improve the Fort

Bragg Mental Health Demonstration project. In other

words, what can be done to make the project more
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efficient/effective. Also, the study should make it

easier to implement a similar program.

III. REULU~TS

Background Information

The following information, compiled from the

Defense Medical Information System (DMIS), indicates

the need for managing mental health care in the Fort

Bragg catchment area. In Fiscal Year 89, the Fort

Bragg Medical Activity issued 629 non-availability

statements (NAS) to patients in need of mental health

services. Womack personnel authorized these NASs

because Womack Medical Activity lacked the necessary

resources to provide treatment to them. The number of

NASs increased 52% since 1982. This CHAMPUS

requirement is in addition to the significant amount of

psychiatric care provided within Womack Army Medical

Center (WAMC).

The following table reflects the overall

situation facing WAMC. This table compares inpatient

(child and adult) mental health care of Womack Army

Hospital with the Womack catchment area's CHAMPUS

mental health inpatient data from 1989.

Admissions Bed Days Cost Cost/admission

Womack 624 2,794 $1,105K $1,600/adm
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% of total 4% 4% 5%

CHAMPUS 629 15,785 $6,166K $9,800/adm

% of total 13% 46% 40%

(% of total refers to the percentage of mental health

services as compared to the total. For example, 624

admissions for mental health patients is 4% of the

total number of patients admitted to the hospital.)

Psychiatric care was the number one diagnosis

accounting for CHAMPUS bed days. The fact that

inpatient mental health care is six times more

expensive through CHAMPUS makes it easy to understand

why mental health care is a prime candidate for managed

care. The following table shows the additional cost of

mental health outpatient (Child and adult) care

provided through the CHAMPUS program from 1989.

Visits Cost Cost/Visit

Total Number 55,175 $2,136K $38.70

% of total 6% 6%

These figures hig)'light the magnitude of the mental

health care costs facing Womack Army Medical Center.

All indicators point to significant increases in

the demand for psychiatric services. Fort Bragg's

rapid deployment mission causes additional stress on

families stationed at Fort Bragg. This stress is

expected to increase due to the increasing instability
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in the "third world" and the corresponding increase in

the likelihood of troops from Fort Bragg being deployed

to meet these threats. Given these projections for

significant increases in CHAMPUS mental health

services, it is easy to understand the attraction to

the promise of cost savings from adopting c3ordinated

care.

All of the data demonstrate the need to initiate

aggressive programs to gain control of escalating costs

while maintaining access and quality of care. This

need is the driving force behind the managed care

initiatives at Fort Bragg.

As I have previously mentioned, one attempt to

implement the concept of managed care at Fort Bragg is

in the area of mental health care services for

dependent children and adolescents of military

families. Dr. Lenore Behar approached the Congress and

the Department of Defense (DOD) with a plan to provide

mental health services for CHAMPUS eligible children at

reduced cost. The hypothesis the demonstration project

is testing is: by providing a full continuum of care,

including services not reimbursable by CHAMPUS, the

cost per client can be reduced. The addition of

alternative services, e.g. after school treatment, will

provide less costly therapeutic options to inpatient
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care. The projected cost savings range from 45% to 75%

per client.

Dr. Behar is the Special Assistant for Child and

Family Services, North Carolina Department of Human

Resources Division of Mental Health, Developmental

Disabilities and Substance Abuse Services. Her plan

calls for a 57 month demonstration project to evaluate

how a more comprehensive continuum of care of mental

health services would improve care and reduce the cost

of treating the children of military beneficiaries.

Once the Congress approved Dr. Behar's project, DOD

gave the project to the Department of the Army. This

means Health Services Command (HSC) has the mission for

implementing this project. HSC contracts with the

North Carolina Division of Mental Health, Developmental

Disabilities and Substance Abuse. The state of North

Carolina subcontracts with a not-for-profit

organization, created solely for executing this

project. The demonstration project is organized into

three main components: a) a headquarters element

representing the N.C. Division of Mental Health,

Developmental Disabilities and Substance Abuse; b)

Cardinal Mental Health Group, Inc., the subcontracted

element which provides the patient care; and c)

Vanderbilt University, which will evaluate the
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demonstration project.

The headquarters has a project manager for

Cardinal Mental Health Group, Inc. (CMHG). There is

also a project manager for the Vanderbilt evaluation.

In addition, the headquarters has a project accountant.

The proposed annual budget for the state headquarters

is $292,601 (Project Budget Summary, Project Oversight

Committee Meeting, July 92).

Cardinal Mental Health Group comprises roughly 200

employees. The vast majority of these employees are

clinical specialists. Cardinal also subcontracts with

other health care organizations for services, such as

hospitalization and chemical dependency inpatient care.

Additionally, Cardinal contracts with over a hundred

health care providers for the majority of the

outpatient treatment. In fact, approximately 80% of

the patients are seen by contract providers (Project

Oversight Committee meeting minutes, 1991). The major

services provided by the Rumbaugh Mental Health Clinic

are: inpatient care (subcontracted service),

Residential Treatment Centers (RTC) (subcontracted

Service), group homes, therapeutic homes, day treatment

programs, emergency services, in-house services,

outpatient treatment, and after care. The budget for

(CMHG) is $16,099,284 for FY 92 (Project Budget
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Summary, Project Oversight Committee, July 92).

The contractor, the North Carolina's Division of

Mental Health, Developmental Disabilities and Substance

Abuse Services subcontracted with Vanderbilt University

to conduct the evaluation of the demonstration project.

The Vanderbilt evaluation consists of data analysis of

the Fort Bragg area. In addition, the study is

analyzing the Fort Campbell (Clarksville, TN) and Fort

Stewart (Hinesville, GA) as the control sites. The

study will analyze client progress, treatment outcome,

and treatment costs.

The effectiveness of the patient care will be

measured through a series of four interviews per

patient. The evaluation team consists of approximately

34 personnel. The majority of the personnel are in the

Nashville area. Most of the remaining personnel are

found in the three data collection areas. The budget

for the Vanderbilt evaluation is $1,227,279 in FY92

(Project Budget Summary, Project Oversight Committee,

July 92).

The cost study involves analysis of data tapes for

control sites and cost data for FT. Bragg.

The Demonstration project is exploring four

central questions:

1. Are there improvements in clinical outcomes as



37

measured by behavior change using standardized scales;

by decrease in symptoms determined by clinical

assessment; and by positive change in indicators of

social and educational functioning and are there

reductions in costs? If so, can these outcomes be

attributed to the demonstration project?

2. Does the concept of continuum of care and case

management impact upon the cost/effectiveness of the

project? What factors and processes contribute to the

outcomes? What are key ingredients that produce

positive effects?

3. Is the quality of care provided equal to or better

than the type of care provided at the control sites

where services are delivered in a traditional manner?

4. What is the most efficient way to implement this

program at other sites? What are the key features of

this program that should be included in any

replication?

The final essential element of background

information is the extremely political nature of the

project. It is critical to keep in mind how the

program got its start. Dr. Behar approached Congress

with a Demonstration Project designed to provide better

child/adolescence mental health care at less cost than

conventional CHAMPUS. Congress directed the Department
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of Army, through the Department of the Defense, to

execute the project. Since the Department of the Army

did not ask for this project there was some hostility

to the project right from the start. In general, the

military, to include personnel at the Office of the

Civilian Health and Medical Program for the Uniformed

Services (OCHAMPUS), do not believe the project is cost

effective and should be canceled. However, the

contractor consistently presents to Congress a more

convincing argument to continue the project than

military's argument to cancel the project. As a

result, Congress consistently authorizes more money for

the project. This situation only frustrates the

opponents of the project, and thus, increases the

hostility between the two parties.

Obviously, there are no written sources describing

the mistrust between the contractor and the military.

Yet, the politics of the project are such a critical

dimension of the project it cannot be overlooked. This

polarization over the merits of the project is very

unfortunate because the overall concept of providing

cheaper/more effective forms of treatment deserves a

fair test. What makes this situation even more

regrettable is much of the problem lies in poor

communication between the contractor and the military.
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Rather than aggressively working together to achieve

the goal of better services for a lower price, both

sides spend a tremendous amount of resources defending

their position. Regrettably, these efforts do nothing

for the children in the Fort Bragg catchment area.

The two main items under contention between the

contractor and the military are: the cost of the

project (I will explore the cost issue in some depth

later in the paper.) and the quality of care. I will

highlight each of these issues when I describe the

outcome of the surveillance plan. So, while the focus

of my paper is on the surveillance aspect of the

contract, the political aspects of the project cannot

be ignored.

Review of the Contract

The heart of any contract is the description of

the deliverables - what exactly is the contractor going

to do? In a government contract the statement of work

provides a summary of what the contractor is going to

do. A clearly written statement of work is essential

for a successful contract.

I included a copy of the SOW for the Rumbaugh

Mental Health Demonstration Project. This is a copy of

the Contracting Officer's Representative's (COR) SOW.

The handwritten notes on the SOW are from the COR.
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These notes highlight some of the ambiguities with the

contract. As you will see shortly, several of these

ambiguities lead to problems with the overall

execution/management of the contract. Therefore, it is

important for contract oversight personnel to annotate

the SOW for the contract they are managing with any

ambiguities they identify with their contract.

A management indicator for senior managers is if the

copy of the contract used by their contract oversight

personnel looks like it has never been read there may

be a problem with the oversight of the contract. A

well written surveillance plan is based on a well

written SOW.

The surveillance plan goes hand-in-hand with the

contract. Unfortunately, in the case of the Rumbaugh

Mental Health Demonstration Project, the surveillance

plan was not ready for execution at the start of the

contract. In fact, it was not until the summer of 1991,

more than a year after the contractor began to treat

patients, the surveillance plan was adopted and put

into use.

To add to the lack of a detailed surveillance plan

was the fact that the COR was the hospital adjutant,

which is full time job. In a memo to the Commander of

Womack Army Hospital the Chief of Staff for HSC
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summarized the importance of the COR by saying, "The

COR is an essential player at the ground level and

needs to have the talent, time, and flexibility to

(provide] oversight (to] the contract." (Connor, 1990,

p.1). COL Connor goes on to suggest the COR be a full-

time position. COL Connor's comments were in response

to a request from Womack to HSC asking HSC to assume

full responsibility for the contract given the contract

was a Demonstration Project. To be successful, CORs

needs to be able to spend 25-50% of their time

performing surveillance. In the case of a new contract

or an exceptionally complex contract, more than $100

million, the COR probably needs to be working the

contract on a full time basis.

An additional problem was the COR believed that

since this is a cost contract, the COR did not need to

certify contractor performance. The contractor also

believed the COR had no surveillance responsibility.

Couple these wrong impressions with the highly

political nature of the project and a situation

develops in which virtually all the military personnel

involved with the project are attempting to keep the

project at arms length. These factors did not support

effective contract management.

Another problem during the first year of the
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project was the COR was not a part of the information

loop between the contractor, the subcontractor, and

HSC. As a result, the COR was often unaware of

important issues, and thus, unable to provide valuable

information and assistance. To correct this shortfall

personnel from HSC directed the contractor to make the

COR the primary recipient of all communication.

Unfortunately, it took until more than nine months

before the contractor fully compiled with this policy.

Another issue which took over a year to resolve

was the question of whether the COR had the authority

and responsibility to conduct surveillance of the

subcontractors. This is an essential point because the

actual patient care is provided by subcontractors and

subsubcontractors. The subcontractors also account for

90% of the budget.

Additionally, there was a problem with how the COR

conducted surveillance. In order for surveillance to

be effective it must be random and spontaneous. If the

contractor has time to prepare for the "inspection" the

results of the surveillance can be easily anticipated.

This unannounced aspect of the surveillance plan was

difficult for the contractor to accept. This is

especially true given the contractor was already

conducting surveillance on the subcontractors, and
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therefore, felt the COR's surveillance was an

unnecessary waste of the subcontractor's time.

The lack of a surveillance plan accounts for many

of the contract problems. HSC scheduled a planning

conference in December of 1990. Yet, the plan was not

ready to execute until the late summer of 1991. This

exemplifies the confusion in the management of the

contract. Much of this confusion stemmed from a lack

of a clear mission statement that clearly defined

responsibilities. Without a clear mission statement it

was impossible for WAMC to expect HSC to take charge.

The reverse was true, HSC believed, as they stated in

several written correspondences: The COR function is

best managed at the medical treatment facility (MTF)

level. The contract was well into the second year

before the MTF staff and HSC personnel developed into

an effective contract management team.

Highlights of the Surveillance Plan

I included a copy of the COR administrative

surveillance plan in Appendix D and Appendix E consists

of examples of surveillance checklists. (PRIMUS (the

Army's acronym for their primary care clinics]

contracts are also a good source for information on

developing contract management standards.) The
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surveillance plan is self-explanatory. While the

surveillance plan is easy to comprehend, the challenge

for the COR is finding the time to review the necessary

material to assess each area of the plan. It is also

important to note the plan only deals with

administrative elements of the contract. HSC assigned

a child psychiatrist to manage the clinical review

issues. Given the complexity of clinical review there

is no surveillance checklist.

The one aspect of the contract which is still

lacking a formal surveillance plan is the Vanderbilt

evaluation team. No one from WAMC performs any

detailed oversight for the project evaluation part of

the contract. In addition, there appears to be little

formal surveillance of Vanderbilt by anyone from HSC or

WAMC. Although, personnel from HSC have analyzed the

Vanderbilt work in sufficient detail to voice concerns

about exactly what the evaluation is evaluating and how

it is being studied. Given the Vanderbilt evaluation

of the Demonstration Project costs several million

dollars, there should probably be a formal surveillance

plan for Vanderbilt.

Surveillance is a time consuming process.

Therefore, any tool, such as a checklist, should be

employed to maximize efficiency/effectiveness. This is
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especially true if the COR plans to employ junior

enlisted soldiers and/or civilian clerical personnel in

the administrative reviews. The example checklists in

Appendix E are self-explanatory. Appendixes E-I

through E-3 are COR checklists for the Rumbaugh

Demonstration Project.

The contractor also has surveillance

responsibility for the subcontractors. Appendixes E-4

through E-6 are the contractor's surveillance

checklists. Note Appendixes E-4 and E-5 are clinical

checklists used by the psychiatrist the contractor

employs to conduct clinical review of the

subcontractors.

As I will describe in the next section, the

surveillance plan facilitated the COR identifying

numerous contract deficiencies. However, this

surveillance plan is not the "gold standard" for

surveillance plans. I included the plan as a reference

for anyone who might have a need for an example

surveillance plan to use as a place to start in

preparing their own surveillance plan.

Outcome of the Surveillance Plan

I will now highlight the results of the

surveillance program by summarizing some of the
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surveillance reports. The first surveillance

operation, based on the COR's surveillance plan, took

place during the last week of August 1991. The

following are the main deficiencies noted. (As I

mentioned earlier, surveillance identifies areas in

which the contractor is not meeting contract

specifications. Therefore, surveillance is a very

negatively oriented activity. Taken by themselves, the

results of the surveillance I will describe would

indicate poor performance on the part of the

contractor. Because the results of the surveillance

program paint the project in a poor light, I included

the interim report from the Demonstration Project

Evaluation Team, Appendix B. In general, this report

indicates the project is achieving its goals.)

There were two major problems identified in

August. The first one was the majority of the

providers were not properly privileged. The second

problem was 10 patients diagnoses did not meet the

criteria for care authorized under CHAMPUS.

Over the next several months the problem with the

privileging continued without significant improvement.

In fact, the entire Quality Assurance/Quality

Improvement (QA/QI) program was not achieving the Joint

Commission on Accreditation Healthcare Organizations
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(JCAHO) standards. Additionally, the COR's summary for

the period October-November 1991 identified the

contractor/subcontractor were not meeting the terms of

the contract regarding board certification of the

psychiatric staff. The contract clearly requires a

board certified or board eligible child psychiatrist to

sit on each treatment team. The project does not have

any board certified child psychiatrists and only the

project medical director is board eligible. In fact,

none of the staff is even board certified in adult

psychiatry. Given the November report also shows the

first indications that some patients are not receiving

an accurate diagnosis, the implication of the lack of

training of the psychiatric staff is obvious.

The November report confirms the trend that

approximately 1% of the patients receiving care are

ineligible. The COR also identified a problem with

timeliness of care. Beginning with a failure to

conduct the intake assessment in accordance with (IAW)

the contract to case management issues not occurring in

a timely fashion.

The November report is the turning point in the

surveillance of the project. The November surveillance

summary shows the surveillance plan is working and why

it is necessary to conduct surveillance.
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Unfortunately, the problems with the QA/QI should never

have happened. These issues should have been reviewed

before the first patient was seen. The problems in

QA/QI highlight why surveillance should not begin after

the contract has had a period to become fully

operational. The sooner the COR identifies

deficiencies, the sooner the contractor can correct

them. That is the goal of surveillance: insure the

contractor is accomplishing the mission to the given

standard.

A team from HSC conducted a follow-up review on

the deficiencies in the QA/QI program. The findings of

that review indicated the project personnel had not

corrected the problems in the QA/QI program. These

problems were first identified by members of the HSC

staff as early as the Spring of 1991. Some of the

problems pre-date that Spring time period. As a result

of the Fall 91 review, contracting personnel from HSC

made the decision to issue a "cure notice". A cure

notice is a warning to the contractor that serious

problems exist with the contract and the contractor is

given a deadline to correct the problems or face the

termination of the contract.

In response to the cure notice the contractor

brought in a QA/QI expert who was able to establish a
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viable program. The re-inspection of the QA/QI program

by personnel from HSC found the contractor had

corrected the problem areas. Once again, these

problems would never have occurred had an aggressive

surveillance program been in place prior to the start

of the contract.

Another item identified as a result of the

surveillance program is the number of patients

receiving inpatient/RTC treatment is roughly the same

as pre-project figures. A major element of the

Demonstration Project was the plan to use less

expensive services to reduce the number of patients in

the more expensive levels of care. The contractor

claims the lack of a significant reduction in

inpatient/RTC use is due to the fact the Fort Bragg

catchment area was underserved. In other words,

patients needing inpatient/RTC treatment were not

getting it through the pre-demo health care system.

The contractor also points to the reduced

percentage of patients receiving inpatient care.

Unfortunately, the number of children receiving mental

health services has more than doubled since the project

began. So, the reduced percentage of patients

receiving inpatient care is a function of simple

mathematics. (For example, 5 patients out of 500 is 1%,
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5 patients out of 1500 is .3333%. Yes, the percentage

is lower but have we accomplished anything other than

dramatically increasing the number of patients

requiring outpatient services?) Regrettably, this

means the number of children in the hospital remains

the same, thus, the cost for inpatient care remains the

same.

Another goal of the Demonstration Project was to

show how a full continuum of services would help

provide better care and reduce costs. Yet,

surveillance indicates only 4% of the patients are

receiving non-traditional CHAMPUS services and this

percentage has dropped since the start of the project.

During the March timeframe the QA/QI issue

surfaced again. Of the 38 standards of care the QA/QI

program is monitoring, 18 were not met. Also,

timeliness of care continues to be a problem. For

example, it takes over 30 days from time of referral to

scheduled intake/assessment (non-emergency patients).

The standard is 21 days.

As is the case with any large project there are

sensational items which are small in their cost but

which call into question the management of the

contract. Here are a few of the questionable areas of

the budget for the Rumbaugh Demonstration Project:
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1. Children in the Therapeutic Group Homes receive $20

per month as an allowance.

2. The budget calls for more than $34,364 to be spent

on taxi cabs to transport patients.

3. The subcontractor spends more than $99,750 on

vehicles which generally do not meet the Government

standard for allocating vehicle support.

4. The travel/training budget is roughly the same

amount as it is for WAMC. Yet, WAMC has seven times

the number of personnel and 50 times the physician

staff.

Cost Analysis

While the quality of care is becoming a growing

concern and should receive an increased amount of

surveillance activity, the major problem with the

contract is the magnitude of the cost overrun. The

original budget for the Demonstration Project was

$5,773,466, of which almost 20% was earmarked for the

Vanderbilt evaluation. The budget requirements

identified at the July Project Oversight Committee

meeting were $17,619,164. This is more than a 300%

increase in the cost of the project in just two years.

Presently, the Demonstration Project is costing almost

as much as all CHAMPUS costs combined in the Fort Bragg
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catchment area. At this rate of growth, the project

will cost more than $40 million a year by the end of

the contract. So, it is easy to understand why the

focus of the surveillance efforts are on the cost of

the contract.

While one would think cost is a clear cut issue,

it is not. Remember what the contractor's cost goal

was: reduced cost per patient. With this as a goal the

contractor can be successful and yet the cost of

child/adolescent mental health services can climb to

more than five times what it was before the project

began. In other words, increased volume (number of

patients) will wipe any savings generated by a reduced

cost per patient. The contractor's goal is

significantly different than the military's goal of

reducing overall expenditures. If I had to single out

one reason the contract is not going to succeed it is

this fact that the contractor's goal is not the same as

the military's. As a result, cost is the main source

of disagreement between the contractor and the

military.

CHAMPUS costs for child/adolescent mental health

services prior to the start of the Demonstration

Project were $3-4 million per year as compared to the

$16-17 million the demo is costing in FY 92. The cost
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per beneficiary was $89 before the demo, now it is

almost $362. Fort Bragg was ranked 27th out of-37 MTFs

in expenditures for child/adolescent mental health

care. Now Fort Bragg is the second most expensive

NTF.

While some would argue comparing the Tidewater

Mental Health Demonstration to the Rumbaugh Mental

Health Demonstration may be comparing apples to

oranges, I include the cost figures because I believe

they do provide a valid source of comparison. In FY 91

the Tidewater budget was roughly $30 million for a

beneficiary population of 250,000. (Rumbaugh

beneficiary population is approximately 45,000

children.) These figures produce a cost per

beneficiary of $120. Applying this figure to the Fort

Bragg catchment area and the budget would be $4.9

million, which is almost the exact figure for the

original budget for the Rumbaugh Demo. So, critiques

of the Rumbaugh Demonstration Project would argue that

RMHDP is three times as expensive as the Tidewater

Demo.

There are 1,600,000 dependent children of U.S.

military personnel (Pehrson and Lee, 1991). So, if

the cost per beneficiary from the Rumbaugh

Demonstration were applied to the entire DOD
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beneficiary population, the cost of mental health

services for children would be approximately $569.6

million. This figure would account for over 90% of the

entire 1991 CHAMPUS mental health care expense.

Another major issue on cost is the difference

between the cost of a patient being treated by the

Rumbaugh Clinic staff versus being cared for by one of

the providers with which Rumbaugh subcontracts. In FY

91, it cost $8.3 million to operate the Rumbaugh

Clinic. The clinic staff saw 197 patients. So, the

cost for a patient to be seen by the Rumbaugh staff is

$42,131. During FY 91, 1,249 patients were sent to

contract providers. The cost for contract providers

was $5.7 million. Thus, the cost per patient sent to a

contract provider is $4,563. The cost of contract

providers includes the most expensive levels of care,

inpatient and RTC. While this is an extremely crude

cost comparison, it is still very hard to accept a ten

fold difference between staff and contract care.

The results of the surveillance program clearly

supports the military position that the demo should be

managed by a new organization. In fact, the key

players at HSC believe the demo should be converted

into a managed care initiative, run by personnel from

the Fort Bragg MTF.
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IV. DISCUSSION

I tended to discuss the results of my research as

I presented it. So, I will use the discussion section

of the paper to highlight the lessons learned from the

surveillance aspect of the contract.

The contract oversight team must have the

specifics of their surveillance plan incorporated into

the final draft of the contract. Moreover, the

oversight team must begin executing their oversight,

through the use of the surveillance plan, in the early

stages of the contract. Good surveillance makes for

good contractors just like good fences make for good

neighbors.

A challenging area for any contractor is QA/QI.

Given that many mental health professionals do not have

extensive familiarity with QA, this needs to be an area

that the oversight team closely monitors early in the

contract. In fact, the oversight team should begin to

review the QI plans before the first patient is seen.

(This was not only a problem with the RMHDP but with

the Tidewater Project as well (Burns et al., 1989))

While it is apparently politically unthinkable, a

very effective means of cost control is by increasing

the patients out-of-pocket expense. This can be

increased co-pays, deductibles, a nuisance fee or a
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combination of these techniques.

When there are multiple headquarters/agencies

responsible for managing a contract there needs to be a

detailed, written plan to integrate the surveillance

needs for all levels of the contract management team.

Some of the critical elements of this plan are: clear

definition of responsibilities, specific formats for

exchanging information and revising strategy for

managing the contract, and method to coordinate

surveillance with the contractor.

Avoid using military personnel as Contracting

Officer Representatives. The Army standard of on-the-

job-training is not the ideal method for learning

contract management. While there are courses available

to help familiarize people with contract management, I

do not feel they fully prepare people to assume the

principle oversight duties for a major contract. In

addition, it takes time to become well versed in all

the critical intricacies of a contract. The average

life-expectancy for a military COR is 12-18 months.

(The project is on its third COR, the current COR is a

civilian whose sole mission is to perform duties of the

COR for all WAMC contracts.) Twelve months does not

allow the COR enough time to obtain enough knowledge of

the contract and contractor to effectively administer
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the contract. Additionally, there is usually little to

no overlap in positions when military personnel rotate.

This means the contract is not being properly

maintained for several weeks to several months, as the

new COR learns the "ropes". Another method for

insuring surveillance does not suffer during a change

in CORs is to insure the Alternate Contracting Officer

Representative is fully capable of managing the

contract.

Insure penalties are written into the contract for

failure to meet the established performance criteria.

Wherever possible, it is also desirable to develop

positive incentives to recognize excellence in meeting

the performance criteria.

Never enter into a cost reimbursement contract.

Basically, a cost reimbursement contract is a blank

check for the contractor. Ideally, a capitated

contract is the contract of choice.

Make the contractor part of the team that develops

the surveillance plan. This will avoid

misunderstandings and mistrust on the part of the

contractor.
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V. CONCLUSIONS AND RECONNENDATIONS

The main recommendation I would commend to the

reader is to watch for the potential pitfalls described

in this paper and to pay close attention to the lessons

learned on managing a mental health managed care

contract.

The intent of my research was to show how critical

the surveillance plan is in contract management. In

the case of the Rumbaugh Demonstration Project, proper

surveillance identified serious quality of care and

cost issues. Presently, there are three major areas in

which the contractor is not in compliance with the

contract.

1. The Rumbaugh staff does not have enough board

certified or board eligible child psychiatrists. (It is

really questionable research methodology conducting a

test in providing better mental health care to children

when there are no child psychiatrists on the project

staff.)

2. The QA/QI program continues to have difficulties

meeting JCAHO (contract) standards.

3. The timeliness of treatment is still not meeting

contract specifications.

Clearly, the COR surveillance plan is working and will

continue to facilitate the COR accomplish his mission
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of monitoring contractor performance.

The success of the surveillance plan for the

Rumbaugh Mental Health Demonstration Project should

highlight the importance of aggressive contract

oversight. Effective contract management is essential

if managed care is to successfully address the nation's

health care crisis. As exemplified by the Rumbaugh

Mental Health Demonstration Project, mental health

services are a prime candidate for managed care or

coordinated care, as the military prefers to refer to

the concept of managed care. Obviously, other health

care services are likely areas to apply the principles

of managed care.

Never forget that managed care, reduced to its

simplest component, is nothing more than a contract.

As long as there are dedicated people, using a well

thought out surveillance plan to oversee the contractor

the system will work.
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CMHG - Cardinal Mental Health Group, Inc.

CHAMPUS - Civilian Health and Medical Program of the

Uniformed Services

COR - Contracting Officer's Representative

CRI - CHAMPUS Reform Initiative

DOD - Department of Defense

FHC - First Hospital Corporation

FY - Fiscal Year

HSC - Health Services Command

IAW - In Accordance With

LOS - Length of Stay

MTF - Medical Treatment Facility

NAS - Non-availability Statement

OCHAMPUS - Office of the Civilian Health and Medical

Program for the Uniformed Services

POC - Project Oversight Committee

RMHDP - Rumbaugh Mental Health Demonstration Project

SOW - Statement of work

WAMC - Womack Army Medical Center
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INTRODUCTION TO THE INTERIM REPORT
FOR THE FORT BRAGG EVALUATION PROJECT

Purpose of the Report

This is an interim report of the Fort Bragg Evaluation Project that is required under the
contract with the State of North Carolina, due 30 months after the start of the Evaluation Project.
It is intended to provide a picture of the Evaluation Project's findings to date. It should be
stressed, however, that the findings in this report should not be considered conclusive, since only
partial data are reported here and each sub-study of the evaluation is currently in progress. These
studies should be completed for the final report that is due at the end of the project.

"T1he Problem that the Demonstration Addresses

Strong consensus exists concerning the problematic manner in which mental health services
are provided to children. Many children do not receive any services and others receive
inappropriate services. In the past two decades, experts (Knitzer, 1982; Stroul & Friedman, 1986)
have highlighted the vast discrepancy between the numbers of children and youth in need of mental
health services and those who receive appropriate services. It is estimated that 11-19% of children
and adolescents are in need of mental health services (Saxe, Cross & Silverman, 1988; Tuma,
1989). More than half of these children receive no treatment, and many who are treated are
receiving inappropriate care (Saxe, Cross, & Silverman, 1988). Senator Inouye (1988) maintains
that 80% of the children who need services are receiving inappropriate care or none at all.

There is also agreement that unnecessarily restrictive treatment settings are over-utilized
(Dorwart, et al., 1991; NMHA, 1989; Weithorn, 1988). Children with emotional problems are
best treated in the least restrictive, most normative environment that is clinically appropriate.
However, according to Congressional testimony, the number of children placed in private inpatient
psychiatric settings increased from 10,764 such placements in 1980 to 48,375 in 1984 - a 450%
increase (Stroul & Friedman, 1986). Moreover, the number of private psychiatric hospitals
continues to grow (Bickman & Dokecki, 1989). The best estimate (Burns, 1990) to date is that
more than 70% of the funding for children's mental health services nationwide is spent on
institutional care.

Contributing to this problem is the fact that alternative treatment settings are generally
unavailable. Knitzer (1982), Behar (1985), and Silver (1984) all reported that approximately 40%
of inpatient placements were inappropriate because either the children could have been treated in
less restrictive settings, or the placements that were initially appropriate were no longer
appropriate, but less restrictive treatment settings were not available. This remains the situation in
spite of evidence that even severely emotionally disturbed children can receive treatment while
living in their own homes when a comprehensive system of care is present in the community
(Behar, 1985; Moran, 1991).
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Even where services are available, the lack of coordination between programs
compromises the effectiveness of the interventions (Saxe, Cross, Silverman, Batchelor, &
Dougherty, 1987; Soler & Shaffer, 1990; Stroul & Friedman, 1986). Given the developmental
complexity and multiple needs of children and adolescents, services must be both available and
coordinated (Behar, 1985). In addition, evidence indicates that a dedicated program of research is
necessary to close gaps in the data base regarding service system issues and to build the knowledge
base pertaining to children's mental health service systems (Burns & Friedman, 1990).

Continuum of Care as an Alternative to Traditional Systems

The continuum of care approach has emerged in response to the problems characterizing
mental health service delivery systems for children and adolescents. The term continuum of care
refers to the comprehensive range of services required to treat severely disturbed children and
adolescents that includes both nonresidential and residential services (Stroul & Friedman, 1986).
As children's mental health services are moved toward a managed care system, an emphasis on
mid-range or intermediate level services is also emerging (Broskowski, 1992; Rodriguez, 1992).
This approach attempts to deliver needed services on an individualized basis and in a coordinated
manner, relying on case management to integrate treatment programs and facilitate transitions
between services. It also is designed to be community-based, involving various agencies pertinent
to children's developmental, social, medical, and mental health needs.

There has not been a definitive study that has demonstrated the superiority of the continuum
of care model to the traditional method of service delivery. There is controversy about managed
care systems in general and its application to children's mental health services by CHAMPUS has
recently been a subject of a congressional hearing (Nelson, 1992). The Fort Bragg Evaluation is
the first comprehensive evaluation of a system of care that includes the assessment of mental health
outcomes.

The Fort Bragg Demonstration Project

The high cost of providing mental health services to the children and adolescents of military
personnel stimulated the Civilian Health and Medical Program of the Uniformed Services
(CHAMPUS) to consider alternatives to the existing delivery system. In 1983, CHAMPUS alone
spent $74 million on inpatient mental health hospitalization for dependent children. Between 1985
and 1989 mental health costs for both children and adults doubled to more than $600 million per
year even though the number of beneficiaries remained relatively constant. Inpatient care increase
from $200 million to almost $500 million in the same 5 year period and mental health care to
children and adolescents in hospitals and residential treatment centers accounted for 3 out of every
4 days of inpatient mental health care (GAO, 1991). Recently, the DOD has responded to the
increases in CHAMPUS costs by implementing a Coordinated Care effort that makes local hospital
commanders responsible for limiting expenditures in their catchment area. Under Coordinated
Care, more beneficiaries are treated in military hospitals. The Department of Defense has also
authorized payment of partial hospitalization beginning May 1992.
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In pursuit of alternatives to traditional CHAMPUS services, the Department of the Army,
in August of 1989, funded the Fort Bragg Child and Adolescent Mental Health Demonstration
Project (the Demonstration) through a contract with the North Carolina Department of Human
Resources, Division of Mental Health, Developmental Disabilities, and Substance Abuse Services
(MH/DD/SAS).

The State has contracted through the Lee-Harnett MH/DD/SA area Program with Cardinal
Mental Health Group, Inc. (Cardinal), a private, not-for-profit corporation, to provide a continuum
of care for the Fort Bragg catchment area. For a period of four years, mental health and substance
abuse services are being provided to those in need to over 42,000 children and adolescent
dependents of military personnel in the Fort Bragg area. Using a closed system or exclusive
provider organization (EPO) model, families seeking services for their children and adolescents are
required to use the Demonstration's clinical services, which are free, or they may choose to seek
and pay for services on their own. The range of services includes both nonresidential and
residential components. Cardinal has contracted with individuals and agencies in the community
already providing traditional mental health services such as outpatient therapy and acute inpatient
hospitalization and is itself a major provider of outpatient treatment. For the middle or
intermediate level of the continuum, those services not previously available in Fayetteville nor
typically available across the country, Cardinal developed services that include in-home counseling,
after-school educational treatment services, day-treatment services, therapeutic homes, specialized
group homes, 24-hour crisis management team, and outpatient treatment. All children and
adolescents requesting services receive a comprehensive intake assessment to determine the
appropriate level of service. These services are provided through the Rumbaugh Clinic.

For children using more than just outpatient services, the clinical services are coordinated
with the other child-serving agencies/practitioners in the community, especially pediatric, education
and protective services. Services within the continuum and across other agencies are linked
together through a case management component. Related services to parents are also provided.

The Fort Bragg Evaluation Component

The Center for Mental Health Policy of the Vanderbilt Institute for Public Policy Studies at
Vanderbilt University, was awarded a subcontract by the North Carolina MH/DD/SAS to conduct
an independent evaluation of the Demonstration. Four critical issues are addressed by the
Evaluation Project:

1. implementation of the Demonstration and issues concerning its replication at other
sites;

2. q of two key service components provided by the Demonstration;

3. mental health outcomes of the children and adolescents who receive services at the
Demonstration and Comparison sites; and

4. = and utilization of services delivered at the Demonstration and Comparison

sites.
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These substudies tap the central issues in determining the merit of the demonstration and
are thus critical areas that a comprehensive evaluation needs to consider. The Evaluation must
first determine how the program was actually implemented so that the key features of the system
can be described. It is also important to assess the quality of the system's critical components that
play a major role in determining the success of the intervention. The Evaluation must also inform
us about the success of the Project in changing children's lives. Finally the Evaluation requires an
estimate of the cost of the services delivered so as to make the ultimate judgement about the cost
effectiveness of the demonstration. The purposes and procedures followed in each of these
substudies is described below.

Implementation Evaluation

Essential to the conduct of a high quality evaluation is the need to address questions of
program conceptualiz.ation, design, and implementation (Hargreaves & Shumway, 1989; Rossi &
Freeman, 1985). This aspect o. the evaluation examines the theories and assumptions underlying
the hypothesis that a specific intervention should be successful, works toward ensuring that the
program's major goals, individual components, and specific activities do indeed "fit together,"
follow a logical sequence, and appear likely to produce the desired outcomes. Moreover, as
evaluators have been frequently reminded (e.g., Rezmovic, 1984; Scheirer, 1981), it is unwise to
simply assume that the program will be delivered as planned to its intended recipients. Various
problems can surface, despite the best efforts of program architects, including: temporary or
permanent obstacles to the program reaching all members of the target population; inability to
provide the required treatment "dosage"; and consistent delivery of high quality treatment to all
participants. Thus, it becomes important that structural, environmental, and/or political barriers
responsible for diluting full-scale implementation of the program be documented.

Another reason for measuring program implementation is to gain better insight into the
relationships between program inputs and outcomes. For example, determinations can be made as
to which program elements or processes appear more effective than others and which classes of
program recipients benefit most from the intervention. In addition, the thorough description of
services actually provided will advance the field in the effort to define various components of the
continuum of care. Finally, implementation data gathered throughout the course of the program
(i.e., from its initial "start up" phase through its "fully operational" stage), can be used as a guide
to others who wish to replicate the program in different sites.

The overall strategy for examining program implementation is based on both Chen and
Rossi's (1983) "theory-driven" approach to program evaluation and Bickman's program theory
(1987; 1990) and component theory (1985) of evaluation. Whereas the "theory-driven" perspective
essentially aims at developing models that identify the causal and operational linkages among
program elements, the component approach proceeds one step further. Here the emphasis is
placed on discerning distinct philosophies, "subtheories," and activities, along with the linkages
among these, within the individual program elements/components (see Graham & Birchmore-
Timney, 1989 for an example of this strategy). Thus, combining these approaches should result in
a descriptive model of program structure, process, and outcomes for the Fort Bragg service
delivery system as a whole and for each of the service components that are incorporated under its
administrative umbrella.

B 1-4



For the purposes of understanding and evaluating the program at Fort Bragg, this strategy
seems particularly appropriate. The Demonstration is an attempt to develop and implement a
model service delivery syste for addressing the mental health needs of children and adolescents.
At the same time, this system is composed of several different types of treatment settings and
facilities. While all of these individual aspects of the program may subscribe to the overall
philosophy and values held by Demonstration program administrators and staff, they also have
their own set of theories and values that define and guide the structure, recipients, process, and
outcomes of their efforts; not all of these may overlap perfectly with those of the Demonstration
program. For example, one key element of the philosophy encompassed by the Demonstration
Project concerns the need to involve the family in treatment. While this thrust has certain
overarching features, the way it is operationalized on a daily basis by different components (e.g.,
the types and amount of information on the child's progress reported to the family by staff in
residential treatment centers vs. group homes), or even by different providers within these
components, may vary. As such, understanding both the set of theories and values that underlie
the overall Demonstration service delivery system and those influencing the operation of its
individual "building blocks" is important to assessing program implementation.

Once accurate conceptual and operational models of the program have been developed, they
are translated into variables that can reflect the degree of program implementation. Here, the goal
is to collect information that will assess coverage, bias, and outputs. Data for ascertaining the
fidelity of the program to its intended conceptualization and design are obtained from six basic
sources: (1) program services records on client characteristics, diagnoses, client movement
through the Demonstration, and services delivered; (2) client files (e.g., types of case management
received); (3) reports by parents and significant others (e.g., perceptions as to the extent they were
involved in treatment); (4) reports by service providers and others involved in the child's treatment
regarding the characteristics of services delivered; (5) peer review of treatment received (e.g., the
extent to which the child was treated in the least restrictive, appropriate setting); and (6)
observational data.

Determining the Quality of Services

A significant issue concerning mental health iystems in the coming decade is the need for
research on assessment, monitoring, and improvement of the quality of mental health services
(Bickman & Peterson, 1990; Peterson & Bickman, in press; Wells, 1988). Providers currently
must meet the typically minimal requirements of legislative mandates, hospital accreditation
programs, and private insurance carriers for providing quality care. However, the changing nature
of the mental health system has stimulated the need for systematic research on the nature of
quality. The body of research concerned with defining, assessing, and assuring quality of mental
health services is not well-developed and, in fact, lags far behind advances in the physical health
area, and in general, other mental health research issues. While there exists considerable
philosophical and methodological difficulties in defining and measuring the quality of mental health
services, the importance of this topic warrants vigorous investigation (Palmer, Donabedian, &
Povar, 1991).
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The quality assessment approach of the Evaluation has two tracks. One track reviews the
quality improvement (QI) activities of Cardinal at the Demonstration site, which, according to the
stipulations of the Department of the Army contract, follow the requirements of the Joint
Commission on Accreditation of Health Care Organizations (JCAHO). Consistent with the
JCAHO model, QI is a complex management tool, including (1) credentialling and privileging of
clinicians; (2) monitoring against indicators of quality programming; (3) clinical care studies; and
(4) utilization review. Indicators are developed for each service component to reflect issues of
quality and to identify areas needing further investigation through clinical care studies. Examples
of such indicators are (a) in emergency services, the number of clients moving from telephone
interview to face-to-face interview to hospital admission per month; or (b) in diagnostic services,
the number of days elapsing between the family's request for services and the scheduled intake
assessment. Essentially, in areas where the Demonstration plans to implement QI activities, the
Evaluation is assessing the extent to which the Demonstration meets its own QI criteria and
standards.

The Quality Study is assessing, at the program level, the quality of two operational service
components that are unique and crucial to the continuum of care model. These are components
that are not direct treatment services (e.g., outpatient care, day treatment). Instead, the component
level of evaluation focuses on two key aspects of the continuum of care - intake assessment and
case management. These two system components were chosen for analysis because they are
especially vital to the effectiveness of the Demonstration model. Thus, they are defined,
developed, and implemented differently in the continuum of care than in typical treatment settings.

This study utilizes a five-step process to develop the instrumentation to assess the quality of
the intake assessment and case management components. The definition and measurement of
quality is a value-laden activity that needs to take into account several factors: standards within
the field, including external standards such as those of JCAHO, as well as those commonly
accepted as "good practice" by professionals in the field. In addition, following from the health
care field, increasing emphasis is being placed upon including the perspectives of consumers of
services in defining quality. Because of the importance of obtaining these different perspectives in
defining quality, a methodology called structured concept mapping (Trochim, 1989) has been used
to obtain the perceptions of quality characteristics in the two components from key stakeholder
groups at the Demonstration Project--administrators, the clinical staff in the two components, and
parents whose children are receiving services.

The five activities that are being undertaken are these: (1) stakeholders' conceptualization
of the characteristics of quality in the two components; (2) development of the instruments by
combining information from stakeholders, existing standards (e.g., JCAHO standards) and prior
research; (3) review of instruments by experts in the field and selected stakeholder representatives;
(4) pilot testing and revisions; and (5) validation of instruments by comparing the ratings of an
external evaluation team with self-ratings by staff in the components.

B 1-6



Measuring Mental Health Outcomes

Currently, little information is available on the effects of innovative models of mental health
treatment on clinical outcomes. Several major efforts are underway to demonstrate and evaluate
systems of care, including the Robert Wood Johnson's Mental Health Services Program for Youth
(Beachler, 1990) and the Ventura Project (Jordan & Hernandez, 1990). Attempts to individualize
services are also being reported, such as Kaleidoscope in Illinois, the Alaska Youth Initiative, and
Project Wraparound in Vermont (Burchard & Clarke, 1990). These latter efforts, however, have
been aimed at small populations of children and adolescents with severely maladjusted behavior
who were receiving intensive and expensive services, often out of state. Results released to date
have focused on costs and levels of service, with little information on mental health outcome for
the clients in question. Furthermore, this work is difficult to generalize to a community-based
effort involving children and adolescents with a wide range of types and severity of problems.

Key questions that address mental health outcomes in the Fort Bragg Evaluation include:

(1) Are there improvements in mental health outcomes of the children and adolescents
served in the Demonstration?

(2) Do the children and adolescents served in the Demonstration exhibit equal or greater
improvement than comparable children and adolescents receiving mental health
services in the Comparison sites?

(3) What mediating factors and processes contribute to the outcomes?

Mental health outcomes are being studied longitudinally to assess whether children's clinical
conditions improve more and faster than children in the Comparison settings. Additionally, the
Evaluation is studying whether the children and their families are more satisfied with continuum of
care services than comparable families at the Comparison sites. Follow-up interviews by
Evaluation staff are taking place 6, and 12 months after the first interview.

Since the Evaluation is unable to utilize random assignment of children to different systems
of care (Bickman, 1992), the inclusion of Comparison Sites in this project is critical in order to
examine the effectiveness of the Demonstration. Two Comparison sites designated by the Army
are located at Fort Campbell, Kentucky, and at Fort Stewart, Georgia, where children and
adolescents receive care traditionally covered by CHAMPUS. These CHAMPUS covered services
include psychiatric hospitalization, care in a residential treatment facility, and outpatient services.
Moreover, there is no single point of entry nor coordination of services through case management
as in the Demonstration. The sites involved in the study are the catchment areas serviced by the
military hospitals of three southeast United States Army posts. The Demonstration site is the
catchment area of Womack Army Community Hospital located at Fort Bragg, North Carolina.
The Comparison sites are the catchment areas of Blanchfield Army Community Hospital, located at
Fort Campbell, Kentucky, and Winn Army Community Hospital, located at Fort Stewart, Georgia.
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In selecting the Comparison sites, primary consideration was given to the following factors:
geographic location, size of military and dependent populations, types of units assigned and
readiness requirements of the major command, and availability of on-post mental health services.
Comparison sites were chosen based on their high degree of comparability.

The two Comparison sites selected are located in southeastern states that have climatic,
geographic, and cultural conditions similar to that of North Carolina. Furthermore, as with Fort
Bragg, each site encompasses multiple small to medium size civilian communities and is within 60
miles of a large metropolitan area. FY90 figures for the relevant dependent population of Fort
Bragg, Fort Campbell, and Fort Stewart reveals that the Fort Bragg area is approximately equal in
size and composition to the combination of the Comparison sites. Although the sites have different
major commands and different non-divisional units, a number of similarities in mission exist that
make the Comparison sites fairly similar to the Demonstration site.

It should be noted that in the winter of 1991 and spring of 1992 the types of services at
these Comparison sites were altered under the Army's new Gateway to Care system. However, no
data or information about the clients or this new system is provided in this report. The final report
will discuss the introduction of the Gateway system.

Data collection strategies

The primary sources of mental health outcome data are the research participants themselves
- the children and adolescents and their families who are receiving mental health services at the
Demonstration or the Comparison sites. These interviews use multiple measures and are designed
to be: (a) comprehensive, providing information on a multitude of child and family variables; (b)
standardized, through the use of established instruments and trained interviewers; and (c) feasible,
asking children and parents to provide adequate but not excessive amounts of information.

The Evaluation emphasizes the recruitment of study participants who are receiving more
than outpatient care (e.g., day treatment, residential treatment, family preservation, inpatient).
The importance of focusing on these clients is primarily motivated by two factors. First is the
significance of this population. This is the most costly group to treat, as well as most severely ill
group in treatment and in the population. Second, it is of great theoretical significance to have a
sample of sufficient size with which to compare the wide range of services and outcomes from the
Demonstration site with the limited range of services and resulting child and family outcomes from
the Comparison sites. Thus, the Evaluation rather than attempting to recruit a representative
sample of clients at either the Demonstration or the Comparison sites has focused on the more
severely disabled at all sites.

After a child or adolescent is recommended for treatment by the intake assessment team at
the Demonstration site or enters services at the Comparison sites, the Evaluation staff conducts the
first of three comprehensive, in-person interviews with the child or adolescent and family. The
primary data collection effort focuses on the children's clinical functioning. The data on children
includes psychiatric status, behavior problems and social competence, level of functioning, self-
esteem, and school adjustment and achievement. Data are collected through similar interviews
with the child and parent, as well as through self-report measures and questionnaires.
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The instrument package developed for this study consists of a combination of structured and
semi-structured interviews, behavioral checklists, and self-report questionnaires. Most of the
instruments have been well standardized and have been used in similar research on child
psychopathology. The domain of child psychopathology is measured by the Child Assessment
Schedule (CAS) (Hodges, Kline, Fitch, McKnew, & Cytryn, 1981; Hodges, Kline, Stem, Cytryn,
& McKnew, 1982), including the parallel form, the Parent-CAS (PCAS); selected modules from
the revised Diagnostic Interview Schedule for Children (DISC-2. 1) (Shaffer, Fischer, Piacentini,
Schwab-Stone, & Wicks, 1989); the Child Behavioral Checklist (CBCL) (Achenbach & Edelbrock,
1983); and the Youth Self-Report (YSR) (Achenbach & Edelbrock, 1987) for teenagers. The
Family Background Form (FBF) and the Interview Protocol for Family Makeup and Child's
Treatment Background, both developed at Vanderbilt, are used to collect background information,
including the child's physical and mental health history, experiences with schools, and contacts
with law enforcement and court systems.

To measure social functioning, a questionnaire, the Self-Perception Profile (SPP) (Harter,
1982), is used. The CBCL and the YSR also include items that measure social functioning. In
addition, the interviewer completes the Global Level of Functioning (GLOF), a modification of the
Child Global Assessment Scale (CGAS) (Shaffer et al., 1983), and the Child and Adolescent
Functional Assessment Scale (CAFAS) (Hodges & Ring-Kurtz, 1991), developed by Kay Hodges
in conjunction with this project and modeled after the North Carolina Functional Assessment Scale
(NCFAS), which was developed primarily for use with adults.

An additional questionnaire was developed by Vanderbilt to measure how satisfied clients
and their families are with the services they receive at the Demonstration and Comparison sites.
Issues addressed at both the individual service component and global levels include: (a) access and
convenience; (b) involvement in treatment decision-making; (c) relationships with therapists and
other staff members; and (d) expectations and effectiveness of services. Additional collateral data
were collected from the child's teacher using the Teacher Report Form (Edelbrock & Achenbach,
1984) and from the child's therapist using a survey specially developed for this project.

In the development of this package, each instrument has undergone a series of pilot-tests
and refinements based on feedback received. Several of the instruments have been adapted for use
in this package and altered to eliminate duplication of items among instruments and to enhance
readability. The instrumentation package has undergone review by members of a family advocacy
organization as well as black and hispanic mental health experts for possible cultural biases.

Data management/quality assurance

To assure high quality interview data, all interviewers participate in an intensive 5-day
training program and subsequent independent work. To qualify to collect data, each interviewer
must reach criteria (Kappa=.90) in the administration of the Child Assessment Schedule (CAS) to
five practice cases. In order to maintain quality, every interview (with the subject's permission) is
recorded on audiotape. A 10% sample of each interviewer's tapes is reviewed by a trained
instructor.
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Cost and Utilization Analysis

The primary objective of the Cost study of the Evaluation Project is to determine whether
the cost of delivering continuum of care services is comparable or lower than the cost of delivering
care at the Comparison sites.

Many interested parties including mental health professionals, managers of managed care
programs and insurers require information on mental health care delivery systems that promise
reduced use of expensive and restrictive inpatient care and smoother transitions from critical
episodes back to fully normal lifestyles. To serve this broader interest, a different definition of
relevant costs is necessary. All the costs borne by any segment of society are potentially relevant,
though some of these costs may prove, on close inspection, not to involve the use of scarce
resources but merely to transfer titles of resources among individuals, corporations, and
government units.

Cost data is being assembled from both the Demonstration site and the Comparison sites.
Efforts are being made to express all costs in dollar terms, either through measurement or
estimation. However, as noted by Weisbrod (1981), there likely will be some costs that are very
difficult to express in dollar terms (e.g., psychic losses). The magnitude of these will be estimated
and compared across study sites without conversion to dollar units.

At the Demonstration site and the Comparison sites, the research team is collecting cost
data at the system level as well as on individuals participating in the study. The system level data
allows estimation of total and average resource consumption for client sub-populations while the
individual-level data permits estimation of costs associated with different treatment regimes. In
addition, the individual cost data serves as a check on system data. For example, if the system
level data suggest a reduction in costs for children with behavioral disorders, the research team
will look to the sample of such children (using the diagnoses determined by the research team) to
determine whether the apparent reduction in costs is actual or is due to changes in diagnostic
procedures by mental health providers.

The general strategy for assessing the cost of each service includes three steps: (1)
development of a list of resources consumed, including units of each resource; (2) estimation of a
unit dollar value for each resource; and (3) estimation of total dollar costs by multiplying resources
consumed by appropriate unit dollar values and summing these products. Developing the list of
resources and estimating unit costs often relies on the same data source. For example, billing
records provide lists of resources consumed as well as initial estimates of the dollar value of those
resources. However, in many cases alternative data sources (i.e., sources other than those used to
estimate resource consumption) may be used as estimates of unit costs. For example, with some
resources, national estimates of unit cost may be used in place of local figures.

The ultimate objective of the costs and utilization component of the Evaluation is to
estimate the cost-effectiveness of the Demonstration and to compare that estimate to the cost
effectiveness of alternatives. This interim report is a preliminary examination of the Department
of the Army's costs for clinical services at the Demonstration at Fort Bragg. It compares total
Department of the Army costs and service utilization at Fort Bragg to CHAMPUS costs and
utilization at the Comparison sites. As a further comparison, data from CHAMPUS's Regional
Workload Summary for Fort Hood are used to examine per capita costs and utilization.
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CHAFFER 2
THE IMPLEMENTATION STUDY

The general purpose of the Implementation Study is to ascertain to what extent the
Demonstration was implemented as planned and which aspects of the program should be included
in any replication efforts in the future. The initial efforts of the Implementation Study have been
focused on the documentation of the actual implementation of the Fort Bragg Child/ Adolescent
Mental Health Demonstration Project and any discrepancies from the original plan. These efforts
also have involved examination of the major activities undertaken to plan and develop the
continuum of care and, thereafter, to begin delivering services to the children and adolescents in
the Fort Bragg area and the factors that either facilitated or erected obstacles to successful
implementation. The following chapter is divided into two sections that report on two discrete
stages of implementation of the Demonstration:

* August 18, 1989 - May 31, 1990: the time period between the award of the contract
and the initiation of service delivery during which the continuum of care was to be
planned and developed.

* June 1, 1990 - June 30, 1991: the first thirteen months of service delivery.

Each section contains information on the methods used in the Implementation Study in addition to
the results of the study.

The initial efforts of the Implementation Study have been focused on the documentation of
the actual implementation of the Fort Bragg Child/ Adolescent Mental Health Demonstration
Project and any discrepancies from the original plan. These efforts have also involved examination
of the major activities undertaken to plan and develop the continuum of care and, thereafter, to
begin delivering services to the children and adolescents in the Fort Bragg area and the factors that
either facilitated or erected obstacles to successful implementation. Two discrete stages of
implementation of the Demonstration are presented.

Between August 18, 1989, and May 31, 1990, the contract for the Fort Bragg Child/
Adolescent Mental Health Demonstration Project was awarded and the service delivery system was
developed. During this "start-up" period, in general, it -an be concluded that several of the major
tasks required for getting the Fort Bragg Demonstration Project "up and running" were
accomplished by the two units responsible for developing the program - i.e., the Division of
Mental Health, Developmental Disabilities, and Substance Abuse Services (MH/DD/SAS) located
within the North Carolina Department of Human Resources and Cardinal Mental Health Group,
Inc., through the Rumbaugh Child and Adolescent Mental Health Clinic. As the actual contract
awardee, MH/DD/SAS carried out the key managerial activities that culminated in the formal
dedication of the Major General James H. Rumbaugh, Jr., Child and Adolescent Mental Health
Clinic on May 14, 1990 and its official commencement of providing services to clients on June 1,
1990. Included in these efforts were such prerequisite tasks as acquiring the facility, arranging for
a nonprofit corporation to serve as the formal administrative and legal entity for the Demonstra-
tion's operations, negotiating funding agreements, establishing mechanisms for monitoring and
oversight, and hiring key administrative staff for services planning and management. The Division
of MH/DD/SAS also was responsible for arranging that an independent, comprehensive evaluation
of the Demonstration was set into motion.
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Examining Rumbaugh Mental Health Clinic itself, the majority of "start-up" tasks centered
on the creation of the two major organizational segments necessary to implement the continuum of
care (i.e., the configuration of clinical services and the administrative structure to support these
services). In terms of developing the necessary management structures and support services,
significant effort was devoted during the early months of the project to: hiring staff who would
administer components of the continuum of care and/or who would deliver services; developing the
necessary procedures for accounting, billing, and payment; formulating the numerous policies and
procedures required for functioning as a mental health organization; and dealing with various
constituencies and community groups (e.g., future referral sources, other local mental health
professionals, and the families of CHAMPUS beneficiaries). For the most part, these efforts were
successfully completed. Delays did occur, however, in terms of finalizing contracts with local
providers, having a functional utilization review system, and having a fully operational manage-
ment information system by June 1, 1990.

The major components encompassed by the continuum of care -- i.e., a centralized intake
assessment system, the array of treatment services, and case management -- also differed as to the
"progress" made toward full-scale implementation. As of June 1, 1990, although the intake
assessment and outpatient services components were operational, this was not true for each specific
treatment option within the continuum (i.e., residential services and community education and
treatment). This delay in developing alternative "step-down", residential services was, however, in
accordance with the Army's instructions set forth during contract negotiations, based on its
expectation about the level of demand for these interventions.

The second time period, June 1, 1990 - June 30, 1991, involved the first thirteen months of
service delivery, during which the major activities were directed at acquiring resources,
distributing them throughout the organization and service system, and developing monitoring and
accounting procedures for tracking how these resources were allocated and expended. An intense
amount of effort continued to be directed to acquiring needed resources. This effort was a result
of an immediate surge of request for services that far exceeded planning estimates. Directly
related to this issue were increase in the client load, increase in the budget, increase in the staffing
plans, and contracting with private providers. As new resources were added to those already in
place, decisions regarding how they would be allocated to the various administrative and clinical
components of the Demonstration were continually made. This involved not only receiving and
distributing funds but also prioritizing client care and coordinating services and resources.

The actual clinical services provided in the continuum of care by June, 1991, comprised
several components: (a) intake assessment and emergency services; (b) case management; and (c)
treatment provided by Rumbaugh and contract providers, including: outpatient, day treatment and
afterschool programs, in-home therapy and crisis intervention, residential, inpatient, psychiatric
and substance abuse services.

Factors that either facilitated the implementation of the Fort Bragg Child/ Adolescent
Mental Health Demonstration Project's efforts or erected obstacles to successful implementation
are discussed in Chapter 2.
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Section I
Developing a Continuum of Care for Children's Mental Health Services:

The First Nine Months of the Fort Bragg Demonstration Project

August 18, 1989 - May 31, 1990

Executive Summary

The purpose of this chapter section is twofold: (1) to summarize the major "start-up"
activities that were involved in implementing a community-based, continuum of care for children's
mental health services (i.e., those efforts that were carried out prior to Rumbaugh Mental Health
Clinic's official "opening of its doors" to clients on June 1, 1990); and (2) to identify the factors
that either facilitated the Demonstration's efforts during its first nine months or erected obstacles to
successful implementation. For the most part, this section is based on two sources of information -
- relevant documents (e.g., minutes of meetings, Project deliverables to the Army, and
correspondence) and semi-structured interviews with key State and Rumbaugh staff involved in
pre-implementation efforts.

In general, it can be concluded that several of the major tasks required for getting the
Demonstration "up and running" were accomplished by the two units responsible for developing
the program -- i.e., the Division of Mental Health, Developmental Disabilities, and Substance
Abuse Services (MH/DD/SAS) located within the North Carolina Department of Human Resources
and Cardinal Mental Health Group, Inc., through the Rumbaugh Child and Adolescent Mental
Health Clinic. As the actual contract awardee, MH/DD/SAS carried out the key managerial
activities that culminated in the formal dedication of the Major General James H. Rumbaugh, Jr.,
Child and Adolescent Mental Health Clinic on May 14, 1990 and its official commencement of
providing services to clients on June 1, 1990. Included in these efforts were such prerequisite
tasks as acquiring the facility, arranging for a nonprofit corporation to serve as the formal
administrative and legal entity for the Demonstration's operations, negotiating funding agreements,
establishing mechanisms for monitoring and oversight, and hiring key administrative staff for
services planning and management. The Division of MH/DD/SAS also was responsible for
arranging that an independent, comprehensive evaluation of the Demonstration was set into motion.

Examining Rumbaugh Mental Health Clinic itself, the majority of "start-up" tasks centered
on the creation of the two major organizational segments necessary to implement the continuum of
care (i.e., the configuration of clinical services and the administrative structure to support these
services). In terms of developing the necessary management structures and support services,
significant effort was devoted during the early months of the project to: hiring staff who would
administer components of the continuum of care and/or who would deliver services; developing the
necessary procedures for accounting, billing, and payment; formulating the numerous policies and
procedures required for functioning as a mental health organization; and dealing with various
constituencies and community groups (e.g., future referral sources, other local mental health
professionals, and the families of CHAMPUS beneficiaries). For the most part, these efforts were
successfully completed. Delays did occur, however, in terms of finalizing contracts with local
providers, having a functional utilization review system, and having a fully operational manage-
ment information system by June 1, 1990.
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The major components encompassed by the continuum of care -- i.e., a centralized intake
assessment system, the array of treatment services, and case management -- also differed as to the
"progress" made toward full-scale implementation. As of June 1, 1990, although the intake
assessment and outpatient services components were operational, this was not true for each specific
treatment option within the continuum (i.e., residential services and community education and
treatment). This delay in developing alternative "step-down", residential services was, however, in
accordance with the Army's instructions set forth during contract negotiations, based on its
expectation about the level of demand for these interventions.

Factors that facilitated the implementation of the Demonstration included:

(a) The surrounding environment for the Project was rich in resources, including close
proximity to relevant state agencies in the state capital and academic institutions;

(b) The continuum of care was designed to function as an entirely freestanding,
nonprofit entity rather than as a unit that was created within an ý,xisting provider
agency;

(c) The Project had a sufficient pool of qualified individuals from which to recruit for
key staff positions, and the individuals hired represented a complementary mixture
of "new blood" and providers who had already well-established networks with other
community services;

(d) Throughout the planning and development phase of the Demonstration, the
atmosphere at Rumbaugh was one of teamwork and cooperation, along with a strong
embracing of the key philosophies encompassed by the continuum of care, and
involved Womack Army Community Hospital personnel were supportive;

(e) The contract from the Army provided sufficient resources for not only equipment
acquisition, facility upgrading, and staff hiring but also for activities instrumental to
services delivery, e.g., staff training and resource development; and

(f) There was a funded "start-up" period for planning and developing the continuum of
care and its components.

At the same time, problems arose that hindered to varying degrees the Demonstration's
ability to be fully operational by the time it "opened its doors." These included:

(a) The Demonstration encountered some enmity and mistrust from the local provider
community, and their efforts to clear up misconceptions about the Project and enlist
provider participation were hampered by delays in releasing relevant information;

(b) Problems were experienced in installing the computer software chosen to operate the
management information system, and consequently, this txacking systemfor clients,
services, and finances was not operational when the Demonstration began accepting
clients;
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(c) Due to calculations of expected client flow made during the contract negotiation
process resulting in a staggered plan of implementing services, the full continuum of
care was not functional by June 1, 1990, and the lack of several "intermediary"
treatment settings (e.g., group homes and supervised independent living) restricted
the range of "less restrictive" and possibly "less expensive" treatment options for
incoming clients.

Rationale and Structure of the Chapter Section

Purposes of the chapter
This section is primarily intended to address two questions frequently asked when reviewing

the implementation of any human services innovation. The first issue concerns what was required
in terms of money, staff, facilities, and clients for developing and formally launching a functional
program. Linked to this question is an assessment of whether this "pre-start-up" phase occurred as
planned, particularly in terms of problems that could not be readily resolved and/or that consumed
substantial resources in correcting them. And finally, the contextual, organizational, and
individual factors that either promoted project planning and development or handicapped these
efforts are of interest. As such, this section has two aims:

(1) It will present a concise summary of the key resources expended and actions per-
formed during the "development" phase of the Demonstration (i.e., prior to Rum-
baugh's official provision of services on June 1, 1990). Where possible, the degree
of congruence between these planning and "mobilization" efforts and those originally
foreseen by the chief program architects will be discussed.

(2) The factors that facilitated or impeded the progress of the Demonstration during its
early stages of development will be identified.

In addition, preliminary insight into the establishment of similar service delivery systems in the
future will be provided whenever feasible.

Sources of information
This section is based on two primary sources of information. First, all available documents

and materials prepared by the Army, the Division of MH/DD/SAS, Rumbaugh Mental Health
Clinic (hereafter referred to as Rumbaugh) and other major constituencies involved with the
Demonstration (e.g., local provider groups) were reviewed. These included: all quarterly reports
submitted to the Army by MH/DD/SAS; minutes of meetings such as those of the Project
Oversight Committee; organizational charts of Rumbaugh; internal memoranda exchanged by
MH/DD/SAS with Rumbaugh and/or HSC; and correspondence from groups with which the
Demonstration has had contact.
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Second, interviews with key State and Rumbaugh staff were conducted by Evaluation
Project staff in May 1990. These interviews focused on eliciting information as to the overall
context or environment in which the Demonstration was operating, the types and levels of activities
necessary to get the Demonstration "up and running," perceptions and expectations for the
Demonstration and its individual components, and the existence of any problems that were
experienced and how they were or were not resolved. Where relevant, information gleaned from
field office reports and site visit notes prepared by Evaluation Project staff also were utilized.

Overall approach guiding this section
Designed as an appraisal of the first nine months of the Demonstration, this section is based

on an underlying view of how mental health organizations are structured in general and the
resources, basic decisions, and the elements required to have a program that is ready to provide
services to clients (e.g., see Leginski, Croze, Driggers, Dumpman, Geertsen, Kamis-Gould,
Namerow, Patton, Wilson, & Wurster, 1989). Those aspects that appear unique to creating a
continuum of care in mental health, particularly one that is aimed at ihildren and adolescents and
nested within the military health care system, also have been considered in this analysis wherever
possible (e.g., Behar, 1988, 1990; Johnson & Fried, 1984; Office of the Assistant Secretary for
Defense, 1985).

Similar to most organizations in general (Leginski et al., 1989), establishing and maintain-
ing a mental health organization requires several basic managerial decisions, including those
related to acquiring and allocating Demonstration resources (e.g., contracting for services and
procuring the necessary facilities), monitoring the organization's use of these resources, and
accounting for these resources (i.e., demonstrating that there is some control ,nver these resources
through the use of such mechanisms as billing procedures, staff hiring guidelines, and policies
governing service delivery). Another major category of decisions involves arriving at summative
judgments about the degree to which policies are indeed implemented and enforced and about
whether program activities led to the intended results; in the above framework, these have been
referred to as assessment decisions and involve both compliance assessments and impact
assessments. As can be seen in Figure 1-1, the structure of the Demonstration dictates that these
different types of managerial decision responsibilities reside in distinct but interrelated entities:
within Rumbaugh Mental Health Clinic (the organization that actually houses and provides all
services encompassed by the continuum of care); within Cardinal Mental Health Group, Inc. (that
serves as the formal nonprofit administrative entity for Rumbaugh); and within MHI/DD/SAS (the
state administrative unit that is the actual contractor and overall executor of the Demonstration).
Comprising each of these major types of decision categories are decisions about staff, finances,
facilities, and clients. Which entities are involved in these determinations depends, of course, on
the particular situation or issue.
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Structure of the chapter
This section is organized into two major sub-sections. The first sub-section provides a

general overview of the Demonstration and summarizes its major activities from August 18, 1989
to May 31, 1990 (the nine months prior to Rumbaugh officially "opening its doors" to clients).
The purpose of this section is to provide an abbreviated description of the Demonstration's major
activities during this period. Information also is presented about each key element of the
Demonstration, particularly in terms of the individual components that comprise the continuum of
care.

In examining the individual components of the continuum of care, an effort has been made
to judge the "degree" (e.g., Palumbo, Maynard-Moody, & Wright, 1984) to which each was
actually "prepared" to receive clients on June 1, 1990. Given that the Demonstration is one of the
few attempts to actually develop and implement a continuum of care, few standards or criteria are
available, against which to judge successful implementation. As such, the original contract with
the Army has been used as the chief "standard" for what should have occurred prior to
Demonstration "start-up." Where appropriate, other relevant documents that specified
modifications (e.g., new time lines) also were considered.-

In the final sub-section, factors that contributed to the Demonstration's development of a
continuum of care are discussed, along with problems that were encountered that hindered
implementation. It should be noted that, for the most part, these did not constitute major obsta-
cles; in many cases, steps were taken to ameliorate concerns and resolve troublesome issues.

Finally, the reader should keep in mind that the majority of this analysis is focused on the
organizational aspect of Demonstration "implementation" efforts. Issues related to the
development of interorganizational linkages and the building of community support have received
at best scant attention. This is partly attributable to the fact that these latter efforts assume
increasing importance once the continuum of care is fully operational and once the community
(e.g., clients) has had contact with the Demonstration and thus some basis for endorsement or
withholding of support.

Overview of the Fort Bragg Child and Adolescent Mental health Demonstration Project

The Demonstration was initiated by Dr. Lenore Behar under the auspices of the Division of
MHIDD/SAS, a unit within the., Funded through a contract awarded to MH/DD/SAS by the U.S.
Army's Health Services Command (HSC), the Demonstration is designed to test:

'This point needs to be kept in mind when reading this section, given that several significant events occurred
after June 1, 1990 that brought into question the "preparedness* of the Demonstration. Some of these events
definitely could not have been planned for (e.g., Operation Desert Shield) while others might have been more
quickly foreseen and remedial actions undertaken. These problems, however, will be more completely
addressed in the next section summarizing the demonstration's first period of actual operation.

2A historical sketch of the activities that led to the contract is provided in Behar (December, 1989).
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"the efficacy of a Federal and State contract for providing a case management based
alternative delivery system of mental health services tailored to individual patient needs
featuring the use of a full continuum of community based services... [and] to demonstrate
that this continuum of services will result in improved treatment outcomes while the cost of
care per client is decreased when compared to current CHAMPUS costs." (HSC
Acquisition Agency, 1989, p. C-i)

In contrast to the mental health services typically covered by CHAMPUS and geographi-
cally accessible to children of military personnel (i.e., inpatient hospital treatment, residential treat-
ment, and outpatient individual and family treatment), the ingredients of the Fort Bragg continuum
of care, in addition to the traditional services described above, can be summarized as including:
(a) a broader range of residential treatment settings designed to serve individuals in the "most
normalized* environment possible, thus fostering gradual reintegration into the community; (b) day
treatment programs, ranging from intensive, full-day activities to afterschool programs; (c)
additional outpatient services, including in-school support services and emergency services; and (d)
family preservation activities (in-home crisis stabilization). A more detailed listing is presented in
Figure 2-1.

Further, in contrast to the existing system of care for military dependents that has been
viewed as limited, fragmented, and lacking in coordination, the Project's structure incorporates
individualized, on-going case management, a centralized point of intake for all clients (regardless
of the type of treatment needed), and a comprehensive and individualized assessment and treatment
approach in which the needs of the child dictate services rather than vice versa. In essence:

"The continuum of care approach is child-centered and family-focused. Services are de-
signed and "wrapped" around the child and family, instead of expecting the family to con-
form to the existing system. Care is delivered in the least restrictive setting possible".
(North Carolina Department of Human Resources, April 18, 1990, p. 11).

A more detailed elaboration of this mental health services orientation is presented in Figure 2-2,
which outlines the treatment philosophy espoused by the Demonstration.
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Figure 2-1
Mental Health Services Provided and Paid For

by the Fort Bragg Demonstration Project

* Outpatient or inpatient mental health services in CHAMPUS authorized general or psychiatric
hospitals, residential treatment centers, or specialized treatment facilities.

* Services rendered by qualified providers (e.g., psychiatrists, clinical psychologists, clinical
social workers, and other mental health professionals) in diagnosing or treating a covered
mental health disorder.

0 Individual, group, and family or conjoint psychotherapy.

* Psychological testing and assessment.

* Medical evaluation and testing deemed necessary to assess the client's clinical time at the time
of admission or intake.

0 Administration of psychotropic drugs.

0 Services to parents necessary to support child's or adolescent's treatments (i.e., collateral
visits).

0 Ancillary therapies when included in an approved treatment plan.

4 Respite services.

4 Independent living for adolescents older than 16 years of age (family involvement in treatment
is required).

4 Alternative family living arrangements provided by specialty trained staff in a licensed home.

4 Residential group living services in licensed and professionally supervised community resi-
dential setting.

4 Crisis stabilization in qualified, professionally supervised residential setting other than a
hospital (7 or fewer days).

4 Day treatment.

4 In-home services by licensed and/or certified professionals.

4 Clinical case management.

4 Partial hospitalization.

4 Transportation to various treatment settings and/or care provided outside the catchment area,
based on clinical and social-economic need.

4 Prescription medications.

Source: Fort Bragg Child and Adolescent Mental Health Demonstration Project Beneficiary
Handbook

"4 "New" demonstration services that are not traditionally covered by CHAMPUS benefits.
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Figure 2-2
Key Elements of the Treatment Philosophy of

the Fort Bragg Demonstration Project

* The appropriate locus of mental health services for children/adolescents and their families is
their community.

* Effective services must be linked into a coordinated system of care that includes all services
ranging from the least restrictive and intensive to the most restrictive and intensive.

* Mental health services to children and adolescents should be provided in the least restrictive,

most normal environment that can meet their needs.

* Mental health services should be matched to the needs of the child/adolescent.

• The client's family must aid and be involved in the client's treatment for sustained recovery
and continued growth.

* Educational intervention and support is often needed so that the child's sense of competence
and self-worth can be enhanced and/or regained.

* Once active treatment has been completed, the child and his/her family must be linked to

ongoing support structures in the community to help maintain health functioning.

* Because healthy emotional functioning is dependent on sound peer relationships, it is impor-
tant to provide services that can help children/adolescents build strong relationships with their
friends and peers.

* For successful progress in treatment, it is necessary that the client understand the need to
assume personal responsibility rather than blaming of problems on others.

* The Demonstration Project has the responsibility to treat all emotionally disturbed children,
even those that are often viewed as "untreatable" due to multiple problems, history of past
difficulties, and so forth.

* Relapses are viewed as opportunities for increasing understanding of a child's or adolescent's
problems and continued progress in overcoming these problems.

• Flexible funding and staffing are essential for delivering services that are tailored to the needs
of clients.

• Qualified professionals from multiple mental health disciplines are needed to provide clinical
services that are both creative and collaborative.

* Monitoring of and feedback on program effectiveness is crucial.

* Supervision, consultation, and training are viewed as vital components for delivering high
quality mental health services.

Source: Treatment Philosophy of Cardinal Mental Health Group, Inc.
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The Demonstration itself is geographically situated in Fayetteville, NC near the Fort Bragg
Army post. It is administratively situated in its own nonprofit corporation, Cardinal Mental Health
Group, Inc. (Cardinal, Inc.), which has a separate Board of Directors (see Figure 2-3). The
Division of MH/DD/SAS in the Nk rth Carolina Department of Human Resources has primary
programmatic and fiscal responsibility for the Demonstration and its independent evaluation. In
accordance with contract stipulations, there also is a Demonstration Oversight Committee (POC)
chosen to represent key constituencies and/or supply specialized expertise-: three representatives
from the Womack Army Community Hospital; one representative from Headquarters, Health
Service Command; one representative chosen by the Contracting Officer; four representatives of
the Demonstration (the Project Manager, Site Manager, Program Director, and Medical Director);
an advisor from Pope Air Force Base Clinic; and the Project Quality Assurance Administrator who
also serves in an advisory capacity. A MH/DD/SA area program was designated, by contract, as a
funding flow-through agency between MH/DD/SAS and Cardinal, Inc., but was not accorded any
major administrative or programmatic responsibility.

The actual locus of services is Rumbaugh, operated by Cardinal, Inc. Under the conditions
of the award, the duration of the Demonstration is scheduled to be 57 months (i.e., from August
18, 1989 to June 30, 1994), including a nine-month period for planning and development. Based
on the expectation that the project would serve approximately 3% of the then estimated 36,000
children in the catchment area or 1080 children per year, the original award from HSC for the
Demonstration totaled $25,095,144 across the 57-month period. These funds were distributed
across several major functions: clinical services; state and local administrative and equipment
costs; and an independent evaluation of the Demonstration's effectiveness.

The organizational structure of the Rumbaugh itself, similar to most mental health facilities,
is comprised of two distinct components: (1) the actual mental health services themselves that are
composed of intake assessment and emergency, treatment (inpatient, residential, partial day,
outpatient, and in-home/emergency services), psychiatric and substance abuse services available in
any treatment setting, and case management; and (2) the administrative and support structures
necessary to allow these direct services to be provided to clients (see Figure 2-3). The staff and
facilities involved in providing treatment services include both Rumbaugh staff and community
providers contracted by Rumbaugh for specific activities (e.g., outpatient psychotherapy,
emergency services, and inpatient hospitalization). What is unique about this organizational
structure in terms of providing a continuum of care is that Rumbaugh serves as the overall
coordinator, fiscal intermediary, quality assurance monitor, and umbrella organization for mental
health services provided to CHAMPUS beneficiaries in the area. For example, Rumbaugh (rather
than Blue Cross/Blue Shield or other designated agencies such as Health Management Services) is
responsible for pre-authorizing services and for carrying out utilization reviews via its individual
Treatment Teams and its more formal quality assurance process. It also is in charge of providing
needed mental health services -- either by assigning its own in-house treatment staff or by making
arrangements with outside providers -- and negotiating reimbursement rates.

3Committee membership consists of "members" who have voting rights and "advisors" who are chosen to

provide particular input or assistance but who cannot vote.
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Organization of the Demonstration Project

Figur 2-3
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Major Activities of the Denwostton During the First Nime Months

"The composite picture of the Demonstration's activities prior to implementing a continuum
of care on June 1, 1990 can be organized around five types of managerial decisions/actions as
outlined previously (Leginski et al., 1989):

(1) Acquiring the necessary resources for the Demonstration. This includes those ac-
tions aimed at procuring needed resources, including financing, staff, facilities, and
even clients. Examples are preparing budgets, hiring staff, contracting with local
providers to deliver services, developing referral sources, and making arrangements
with various third-party payers for services.

(2) Distributing resources. These types of decisions and activities center on the allo-
cation of resources among the various units/groups involved. Typical efforts include
negotiating unanticipated requests that involve financial implications, and deciding
on specific contractual arrangements (e.g., establishment of reimbursement rates for
external providers).

(3) Monitoring how resources are utilized. Decisions and duties required for overseeing
resource consumption within the Demonstration cover several different domains.
These include, to name a few, the development of formal reporting requirements,
review of reports, and the installation of a management information system that can
generate and monitor "key indicators" of effort and resources expended by the
organization.

(4) Accounting of resources. This category of activities involves those tasks and deci-
sions that demonstrate control over resource utilization. In addition to financial ac-
counting practices, accountability efforts frequently entail the formulation of policies
about staff performance and clinical treatment.

(5) Assessment of resources. As previously described, these activities focus on deter-
mining whether organizational inputs and outputs are appropriate. Assessments are
of two types. Compliance assessments involve making judgments about whether
things actually occurred or were supposed to happen as a result of certain organiza-
tional actions (e.g., an increase in the hiring of minorities as a result of new agency
guidelines or improvements in services delivery subsequent to changes in the
allocation of program resources). Impact assessments are directed at determining
whether particular expenditures of an organization's resources produced the desired
outcome(s), e.g. enhanced levels of client functioning as the result of treatment.

Figure 2-4 presents a detailed enumeration of the major actions taken by the Demonstration,
including those carried out by MH/DD/SAS and Rumbaugh.' Briefly stated, the majority of
activities during the nine-month period were directed at acquiring resources, distributing them
among participants, and developing monitoring and accounting procedures for tracking how these
resources were allocated and expended. The major efforts under each of these more general
categories are briefly described following Figure 2-4.

lThe activities that occurred under the auspices of the Evaluation Project are not detailed in this report,
given that this document is part of the overall evaluation effort at Vanderbilt University.
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Figure 2-4
Major Actions Taken By the Fort Bragg Demonstration Project:

August 18, 1989- May 30, 1990

Acquisition of Resources

* Initiated and finalized the incorporation of Cardinal Mental Health Group as a

nonprofit corporation and obtained appropriate tax exempt status

• Obtained necessary licenses and certificates of insurance for Cardinal

* Recruited and hired individuals for staff positions at:

o Division of MH/DD/SAS (n = 4)

* Two project managers, one project accountant, and
one secretary

o Rumbaugh Mental Health Clinic (n = 35)

* Executive Director, Medical Director, Program
Director, Assistant Program Director, Quality
Assurance Administrator, Accounting/Business
Manager, Training Coordinator, four business staff,
three Medical Services staff, 16 clinical services
staff, and 5 clinical support staff
[Note: More positions were authorized but had not
yet been filled.)

* Purchased necessary capital equipment and supplies:

"o Data processing equipment and software
"o Office equipment (e.g., FAX machines, mailroom equipment,

audiovisual equipment)
"o Furniture for staff offices and lounge, play therapy room, waiting

room, clinical staffing room, and family therapy room

• Located and rented both temporary space and permanent facility

* Upfitted building (e.g., installation of telephone and dictation/transcription
systems, wiring for data processing system, installation of PC network and
computer hardware/software)

* Obtained required licenses and program certifications for Rumbaugh

• Arranged for appropriate resources (both experts and library services) for staff
training

* Completed the process of developing transition plans for 120 project-eligible clients
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Figure 2-4 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:

August 18, 1989 - May 30, 1990

Acquisition of Resources (continued)

* Disseminated information about the Demonstration Project to providers and clients
through:

"0 Media coverage (television, post/base newspapers, posters to
relevant organizations on the post and base, and base bulletins)

"o Briefings for local professional groups (e.g., Womack Army
Community Hospital, local medical society, family practice
physicians, and Developmental Evaluation Center)

"o Meetings with local referral sources to explain the Project and their
possible involvement as a contractee

"o Individual mailings, including a Project-developed informational
pamphlet, to 350 community providers who might be interested in
participating in the Demonstration through contractual agreements

"o Beneficiary workshops
"o Meetings with other key community groups

• Attended meetings to develop working relationships with referral sources at:

"o Dept. of Pediatrics, Womack Hospital
"o Dept. of Family Practice, Womack Hospital
"o Local community pediatricians, Cape Fear Valley Medical Center
"o Multidisciplinary Family Teams, Fort Bragg and Pope Air Force

Base

* Involved in efforts transition clients to the new system of care:

o Requested information from 350 community providers concerning
the number of Project-eligible clients they were treating and the
number they anticipated would still require services after June 1,
1990

* Developed "boiler plates" for private provider contracts with Rumbaugh

* Initiated and completed negotiations for procuring outside clinical services from:

o Cumberland Hospital and other hospitals
o Individual and group practitioners
o Contact of Fayetteville (after hours, weekends, and holidays

telephone screening services)

* Made arrangements for MH/DD/SA area program to act as funding "flow-through"
agency

* Completed final budget



Figure 2-4 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:

August 18, 1989 - May 30, 1990

Distribution of Resources

* Determined rate schedules for contracted providers

* Finalized subcontract for HMS to handle authorization and appropriateness of cov-
ered provider services for the period January 1 - May 31, 1990

* Developed internal procedures for reimbursing subcontractors, including practices
that would allow advancing $500,000 from the State to Cardinal for initial Project
activities

4 Approved staff participation in several in-house and external training opportunities

Monitoring Utilization of Resources

* Created Project Oversight Committee composed of representatives from
MH/DD/SAS, Rumbaugh Mental Health Clinics, and Womack Army Community
Hospital (WACH)

0 Developed the policies and procedures for its functioning

* Development of quarterly report requirements to document and relay information
about Project activities

• Initiated periodic site visits by MH/DD/SAS for the purposes of monitoring the
Demonstration and Evaluation Project

* Initiated a schedule of weekly telephone conversations by MH/DD/SAS to
Rumbaugh and Vanderbilt for the purposes of information collection and oversight
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Figure 2-4 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:

August 18, 1989 - May 30, 1990

Accounting of Resources

* Developed policies, procedures, and protocols for Project operation, including:

General administrative:
"o Formal plan for marketing and information release
"o Small disadvantaged business plan
"o Rumbaugh staff training plan
"o Policies for hiring, promoting, and terminating professional and

nonprofessional staff at Rumbaugh
"o Clinical staff rules and regulations
"o Procedures and schedule for weekly staff orientation
"o Appeals and grievances procedures
"o Voucher and reimbursement procedures
"o Audit guide for independent auditor
"o Transportation plan

Services delivery:
o Diagnostic protocols
o Methods for handling transitional cases
o Criteria for determining levels of care
o Draft beneficiary handbook

* Developed small-scale computerized data bases for:

"o Tracking Rumbaugh staff training
"o Cataloguing books and journals purchased by Rumbaugh

• Began implementation of the financial and client management information systems

* Established key policy committees at Rumbaugh:

"o Credentials Committee
"0 Clinical Records Committee
o Utilization Review Committee
o Quality Improvement Committee

4 Participated in the Project audit carried out by HSC and the Defense Contract

Audit Agency

Assessment of Resources

* Completed negotiations for contract with Vanderbilt University to evaluate the
impact of the Demonstration Project

B 2-17



Acquisition of resources
A significant portion of the "mobilization" phase of the Demonstration was spent in efforts

aimed at acquiring resources in terms of facilities, equipment, staff, and services. During the first
nine months, staff in both MH/DD/SAS and Rumbaugh devoted significant effort to:

A.uiringfunds. In order to fund the development and implementation of a continuum of
care, a legal and administrative entity was needed so that funding could be channeled to services
provision and administration. Moreover, such an entity was needed so that the appropriate
licenses, certifications, and other requirements in order to be legally functional could be obtained.
At the beginning, the decision was to situate the Demonstration in a separate nonprofit entity rather
than to operate it within an existing public or private agency. One of the bases of this decision
was the belief that public agencies had to satisfy a plethora of regulations and bureaucratic practic-
es, which would serve to reduce the flexibility needed to implement an innovation.

Another related decision made by those charged with developing the Demonstration was to
take advantage of an existing opportunity -- i.e., to make use of the background knowledge of a
nonprofit corporation that had previously been established and indeed operated to approve "certifi-
cates of need," but that was no longer operational (i.e., Cardinal Health Systems Agency). Using
many of the same members who brought with them a wealth of background information and
community networking, rather than "starting from scratch" Cardinal Mental Health Group, Inc.
was incorporated. This strategy appeared beneficial for two major reasons: (1) it reduced the time
needed to formally establish such a corporation if beginning anew (e.g., preparation of the
necessary paperwork); and (2) it provided the Demonstration with the political, administrative, and
community expertise by having access to and ultimately involving individuals who previously had
been affiliated with the "certificate of need" process and the previous corporation.

To complicate funding arrangements, however, there was a state statute that required "funds
from the United States Department of Defense for the purpose of operating mental health
demonstration projects for families of the uniformed services... to be operated through an area
authority" [General Statute 122C- I12(b)(8). This provision prevented funds for the Demonstration
itself (i.e., Rumbaugh) from being dietly awarded by MH/DD/SAS. Rather, they had to "flow
through" a MH/DD/SA area program that would then contract with Cardinal, Inc., to provide the
requisite services and also monitor expenditures. Although not an onerous task "on paper,"
finalizing this arrangement proved more difficult than initially expected due to several factors. For
example, the original plan. was to involve a MH/DD/SA area program in close proximity to
Rumbaugh so that operation and oversight (e.g., financial monitoring) would be facilitated. At the
same time, Cardinal itself planned to contract for selected clinical services (e.g., emergency
services) with providers in the surrounding community so that these treatment options would be
easily accessible to the client; it was thought that such arrangements also would help in
compensating providers for "lost" revenue from CHAMPUS clients that might be associated with
the advent of the Demonstration. Thus, this situation meant that the area program that would
monitor Rumbaugh could not also be used as part of the continuum of care if the potential for
conflicts of interest was to be avoided. These factors, coupled with difficulties engendered by local
personalities and concerns, resulted in three MH/DD/SA area programs (Cumberland, Blue Ridge,
and Lee-Harnett) being approached before a formal arrangement was realized in late June 1990.

•-18



In addition, given that this was a newly instituted statute, it was the case that the actual procedures
and modes of operation for implementing this statute had to be developed "ad hoc" to deal with
issues that surfaced during attempts to implement this statute.

Develgoing contractual arrangments. Substantial effort also was expended by both State
and Rumbaugh administrative staff in developing contractual arrangements with local providers for
procuring selected services that were part of the continuum of care (e.g., inpatient hospitalization
and outpatient psychotherapy). It was expected that about 67% of all cases admitted by Rumbaugh
would be referred out to other providers in the community for services and reimbursement by
Rumbaugh.

The process of identifying and contacting providers, soliciting interest, providing informa-
tion, and preparing actual contracts proved, however, to be lengthier than anticipated. In fact, two
weeks before Rumbaugh began providing services, there were no signed contracts, although
approximately 20 were awaiting signature.

Satisfying the necessary requirements for licensing and certification. Another major
responsibility involved activities related to ensuring that Rumbaugh could meet all necessary
licensure and certification requirements (e.g., for outpatient and substance abuse services), along
with additional state standards and those of the JCAHO. Further, several other requirements had
to be met, including obtaining insurance and assuring that all Rumbaugh staff met the necessary
licensing and credential standards.

Locating and arranging for facilities. Locating an appropriate facility for the Demonstration
was, relatively speaking, accomplished fairly easily. A site (Omni Centre) within close distance to
the Army post, the major outpatient health care clinic for Army personnel (PRIMUS), and public
transportation was found early on in the Demonstration. Another added benefit was that this site
did not require extensive upgrading or renovation, although some "up-fitting" and improvements
(e.g., a play therapy room) needed to be made. The facility was, however, essentially ready for
administrative staff use by early 1990.

Hirng.staff, Considerable effort, particularly by key Rumbaugh administrative staff, was
spent in recruiting and hiring qualified staff for the Demonstration. To facilitate this process, a
computerized data base on applicants (n = 400 as of May 1990) was developed to assist in keeping
track of applicants, assuring that required hiring tasks (e.g., acknowledgement letters) were
completed, and identifying qualified applicants as additional positions became open.

In general, Rumbaugh staff felt that they had been successful in hiring individuals with
excellent qualifications, but that this achievement was only accomplished by substantial time and
effort to overcome such factors as the geographic location of Fayetteville and the "time-limited"
nature of staff positions associated with demonstration projects. At the same time, there were
several attractive features of the Demonstration that aided recruiting, including its proximity and
ties to the University of North Carolina at Chapel Hill. In addition, there was somewhat more
flexibility in setting salaries; although Rumbaugh's salary schedule was only slightly higher than
that of other major public facilities in the area (i.e., 1.2%), individuals could be hired at "steps"
other than *Step 1", i.e., at a salary in the middle of the range for a particular grade.
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Arranging for clinical services. Efforts aimed at disseminating information about the Dem-
onstration in order to alert the Demonstration's potential clients about the new system that would
begin on June 1st also were required. During the first nine months of the Demonstration, several
activities were carried out: an information release campaign to local and post media regarding the
official dedication ceremonies of Rumbaugh; presentations describing the Demonstration by
Rumbaugh staff to school systems, providers groups, and referral sources; the conduct of two
workshops for interested beneficiaries; the preparation of fact sheets and letters to on-post
organizations (e.g., youth activities and family services centers); and the development of a "benefi-
ciary handbook" for clients.,

Further, policies and procedures had to be instituted in order to ensure that clients already
in treatment under the existing system were: (a) "well informed of the changes in the way
CHAMPUS mental health benefits were to be provided;" (b) "confident that the changes would
enhance or improve services;" and (c) "assured that intrusion and disruption of treatment would be
minimal." In order to identify these individuals and facilitate their entry into the continuum of
care, the Demonstration planned to: contact about 350 providers, including all MH/DD/SA area
programs, JCAHO approved psychiatric hospitals, general hospitals with psychiatric units,
residential treatment centers, and all private providers involved in outpatient care in the immediate
service delivery area; review cases; develop formal transition policies; and prepare individualized
transition plans for project-eligible clients.

These transition activities required more time than expected for several reasons. First,
nearly 1,000 (n = 974) providers had to be contacted to identify project-eligible clients. This
resulted in 302 clients being identified as receiving mental services prior to June 1, 1990 and as
needing services after this date. Further, the review of cases and preparation of individualized
transition plans during the period January - June 1, 1990 by Rumbaugh staff was quite labor-
intensive. For example, the Transition Team responsible for reviewing the needs of these
individuals was meeting four days per week near the end of this period. The total cost of staff
time necessary for these transition activities was estimated to be $103,500, including 25% time for
five months for three senior clinicians and a staff member, 100% time for three months of three
case managers, and 1.7 FTE of support staff.

Distribution of resources
As the various resources were procured, decisions were made regarding how they would be

allocated to the various administrative/support and treatment components of the Demonstration.
For the most part, during the nine month start-up, this involved activities related to distribution of
funds. For example, a final budget for each component of the continuum of care and the
Demonstration as a whole had to be prepared. Internal procedures for reimbursing subcontractors
(including making provisions for the State to advance $500,000 for Demonstration activities until
these costs could be billed to and reimbursed by the Army) had to be developed. Reimbursement
rates had to be established for paying contracted providers.

3This beneficiary handbook was not made available to clients until the summer of 1990 due to the need to
await Army approval for necessary changes in various clinical policies.
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In addition, a complication arose regarding the transfer of CHAMPUS responsibilities
during this time period. Given that the new system of care bestowed upon Rumbaugh, in addition
to service delivery, the role of precertifying all inpatient and residential treatment admissions and
performing utilization review for long-term outpatient care, commencing during the start-up
period, provisions had to be made for performing this responsibility until Rumbaugh was to be
opened. Service delivery was not scheduled to commence until June 1, 1990, yet precertification
was required for children in this catchment area beginning January 1, 1990. Consequently, a
contract had to be finalized between MH/DD/SAS and HMS that has authorization and
appropriateness determinations for all mental health services outside of the catchment areas of
demonstration projects being billed to CHAMPUS.

Monitoring utilization and accounting of resources
Developing sound monitoring and accounting systems also constituted a major activity

during the first nine months of the Demonstration. An oversight group (the POC) that was
comprised of all the major constituencies for the Demonstration had to be established; its first
meeting was held January 17, 1990, and formal operating policies and procedures emerged shortly
thereafter. At the state administrative level, several activities were initiated, including both
periodic site visits and weekly telephone briefings.

Financial monitoring. Administrative staff at both Rumbaugh and MH/DD/SAS also were
heavily involved in developing policies, procedures, and guidelines for monitoring fund
acquisitions and expenditures (e.g., voucher and reimbursement procedures and audit guidelines).
These regulations and guidelines themselves had to satisfy other major standards and requirements
(e.g., those that apply to receiving a federal contract, state policies, general accounting principles
for nonprofit private organizations, and rules of the MH/DD/SA area program through which
funding was being channeled. Along with these tasks were additional ones associated with
developing "boiler plate" specifications for contracts with outside providers and other groups).

Staff monitoring. Several efforts linked to monitoring staff conduct also were initiated.
These included, to name a few, the development of mechanisms for tracking and overseeing staff
training activities, the preparation of clinical staff rules and regulations, and procedures for
handling appeals and grievances.

Services monitoring. Not surprisingly, a significant amount of effort revolved around
formulating policies and procedures related to the services delivery function (e.g., diagnostic
protocols, methods for handling transitional cases, and criteria for determining levels of care). In
addition, Rumbaugh created several key policy committees, including ones for credential review,
clinical records maintenance, and utilization review. It should be noted that the utilization review
procedures were not fully operational at the time of the project's "start date." Although this
quality assurance program was to be ongoing on a monthly basis as of June 1, 1990, this was not
the case.

Several other clinical services policies and procedures had to be developed. These included
developing procedures for paying for prescription medication for clients served by the _
Demonstration and determining the eligibility of emancipated minors for participation in the
project. Another general responsibility involved the design and implementation of the financial
and clinical client management information systems (MIS). During the first nine months of the
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project, considerable attention was devoted to choosing an appropriate software and getting the
system "up and running." However, the MIS was not fully operational at the time Rumbaugh
began providing services; the financial and clinical components were only partially automated.

Assessment of resources
Finally, to assess major outcomes and effects associated with the Demonstration, a contract

with Vanderbilt University was finalized. Their contract provided for an independent team of
researchers to determine whether: (1) the Demonstration resulted in improved mental health
outcomes for its participants above those experienced in the comparison sites using the existing
CHAMPUS service delivery system, and (2) the services provided by the Demonstration were
more cost-effective. Internally, Rumbaugh also began work developing its own Utilization Review
System to monitor and assess the quality of services it was providing. Although the establishment
of systems to assess the performance of the organization is considered a monitoring function, these
activities are noted here to document the attention to planning for future assessment activities
during the start-up period.

The Continuum of Care and Its Components

The preceding paragraphs have focused on providing a picture of the Demonstration overall
in terms of "pre-start-up" activities. However, the actual clinical services to be provided in the
continuum of care are comprised of several individual components: (1) intake assessment and
emergency services; (2) treatment, including inpatient, residential, partial day, outpatient, and
emergency/crisis services; and (3) case management. As of June 1, 1990, the degree to which
each of these were implemented was not uniform.

It should be noted at the onset that the judgment of "preparedness" has been made based on
the client flow anticipated by Rumbaugh at the point it began providing services. This expected
level of demand was based on information provided by HSC and thus was incorporated into the
contract as the standard for hiring sufficient numbers of staff. As indicated in the original
contract, the initial months of service delivery were based on a specific number of clients (Hiring
Plan A) (see Table 2-1), and during the course of the Demonstration, staff increases were planned
as client demand accelerated (Hiring Plans B-D).

Table 2-1
Cardinal Staffing Plan for FY89/90

Predicted Planned Number
Plan/ Date Client Load of Clinic Staff

A/August 1989 - May 1990 160-200 40
B/June 1990 -September 1990 240-300 50
C/October 1990-September 1991 320-400 60
D/October 1991 - May 1994 400-500 69
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In describing the level of "preparedness" for each of the components (see Figure 2-5), a
strategy has been adopted in which each component has been judged to be "generally equipped",
"partially equipped", or "not equipped at all" to be providing services to individual clients and
their families. The basis for these judgments resides in meeting the following criteria: (1) all staff
(included in Plan A) have been hired and are in place; (2) the necessary facilities are operational;
and (3) the requisite policies, procedures, and clinical tools have been developed for services
provision. To warrant the judgement of "not equipped at all" requires that none of the three
criteria has been met; satisfying two of the three criteria merits a rating of "partially equipped;"
and "generally equipped," means that all three criteria have e achieved, although some fine-
tuning may still be necessary. This classification system is recognized as fairly crude and assumes
that each of the three criteria are equally important. At the same time, it is believed that this
provides a useful approach to summarizing the status of the continuum of care on June 1, 1990.
Figure 2-5 provides a pictorial synopsis of each component's "state of readiness."

Intake Assessment. The Intake Assessment and Emergency Services section was generally
equipped to begin its clinical efforts. A Section Head was hired (although relatively new), the
number of staff specified by Hiring Plan A were trained and in place, contracts for outside services
(i.e., crisis line screening and emergency services) had been finalized, and the requisite office
space was provided. In addition, the decisions about the diagnostic procedures and protocols had
generally been completed, and work had begun in terms of linking with local mental health
agencies to deal with issues of transitioning clients.

In general, few problems surfaced with regard to developing this component of the continu-
um of care prior to June 1, 1990. Compared to the ease of recruiting individuals to other
Rumbaugh units, some difficulty resulted from the fact that many individuals qualified for intake
positions also are trained to conduct psychotherapy and did not wish to focus solely on client
intakes. However, this issue was handled by exploring with the Outpatient Services section the
possibility that intake staff also could provide treatment to 1-2 clients.

Outatient Services. In general, Outpatient Services was ready to deal with clients as of
June 1, 1990. All Rumbaugh staff had been hired (as specified in Plan A), there was a Section
Head to administer the component, and approximately 20 contracts were awaiting signature with
outside providers. The necessary facilities were available (e.g., staff offices and the thera-
py/observation rooms). Specific procedures for how contracted providers would function in the
system of care (e.g., their role at Treatment Planning meetings) still needed to be formalized,
along with other issues of concern to this group (e.g., whether contracted providers would be
reimbursed for time spent on report completion). In hindsight, it would have been preferable to
have had these procedures developed, given the substantial reliance on contracted professionals
resulting from the heavier-than-anticipated client flow after June 1st and the 219 transition clients
treated by outpatient providers.

In-home Services. By June 1, 1990, the Section Head had been hired, along with the staff
specified by Plan A. Further, policies regarding admission and continuation criteria for the
delivery of emergency services, operation standards for this component, and other related issues
were either developed or in the process of being developed.
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Day Treatment Services (CETS)L The Community Education and Treatment Services
section was not in place by the time the Demonstration began treating clients, although such
services as in-school therapeutic assistance and school consultation were available to clients soon
thereafter. CETS programming was not scheduled to begin on June 1, 1990, as the Army wanted
to make sure that the demand was sufficient to warrant full-scale implementation. However, one
full-time clinician and a part-time consultant who specialized in day treatment were developing
initial section guidelines in anticipation of implementation. As such, the Day Treatment program
had not been established and in fact was still at the conceptual stage. At the same time, this
component appears "underprepared" in general. The Section Head position had not been filled,
along with such other positions specified by Plan A as Curriculum Specialist. Initial efforts to
forge strong linkages with the schools and other relevant community providers had begun but were
awaiting the filling of the Section head position.

Residential Services. This component also was not implemented as of June 1, 1990, but
was not scheduled to be implemented at that time, resulting from the Army's decision to postpone
operation until FY 1991. Plans were underway for the development of these services, however.
A Section Head had been hired, and efforts were being made to fill other staff positions; in fact, as
of late May 1990, screening of almost 200 applicants for 7 group home positions was underway.
The therapeutic home program and group homes were in the early stages of planning and
development stages, but appropriate locations for these residences had not been found. As of June
1, 1990, however, existing community therapeutic homes and group homes were available as
needed on a contractual basis. It was planned that the therapeutic home program would be fully
operational by October, with no date at that time determined for the implementation of group
homes.

Case Management. Case management services at Rumbaugh appear to have been only
partially equipped for their function. Although the Section Head and the requisite number of staff
had been hired as dictated by Plan A, several procedures and policies still needed to be finalized.
For example, the model of case management to be used by Rumbaugh was generally articulated in
documents describing the phases of the managed care function, and the curricula for training case
managers were nearing completion. Policies and procedures concerning client eligibility for case
management, emergency clinical case management procedures, length of case management efforts,
and the structure and contents of comprehensive treatment plans also were being developed/had
been completed. There is some suggestion, based on relevant materials pertaining to subsequent
months (i.e., August 1990.and thereafter), that the "preparedness" of this component could have
been bolstered. Within a few months after operation, a new Section Head was hired, and the
internal organization of this component was significantly restructured.

The reasons for the later modifications in the case management component, and the
implementation of service delivery by the CETS and Residential Services components, will be
discussed in a following chapter describing the first thirteen months of service delivery (June 1,
1990 - June 30, 1991).
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Factors Facilitating or Impeding Planning and Development of the Demonstration

There were several factors that facilitated the implementation of the Demonstration. These
are more completely described below.

The surrounding environment for the Demonstration was relatively rich in resources,
particularly when compared to many other major military installations. Being closely situated to
leading research and teaching institutions, state government, and other major mental health
resources (e.g., the Area Health Education Center) facilitated such activities as the hiring and
training of staff and the acquisition of expert consultation for program/component development.
Further, the existence of related initiatives for children (e.g., the Robert Wood Johnson and
CASPP projects) can be seen as providing a rare opportunity for services collaboration and
cooperation in the area of children's mental health services. The staff in the North Carolina state
office provided linkage between these service demonstrations. In addition, state staff members
who handled administrative issues relieved Cardinal, of extensive paperwork and served as a buffer
between the Demonstration and the Army during this time period.

Another factor that facilitated implementation of the Demonstration concerned its basic
organization and configuration as a mental health services organization. At the onset, the contin-
uum of care was both developed by and housed within a "new" freestanding, nonprofit facility
rather than being placed within an existing health/mental health agency or governmental bureau-
cracy. In line with the "lessons" from the literature (e.g., Gray & Scheier, 1987), this helped to
provide the flexibility needed to launch new initiatives, and this perspective also surfaced in the
May 1990 interviews. For example, the policies and procedures that needed to be developed,
while having to conform to state requirements and professional standards, did not have to try and
fit with an existing organization's modes of operation; this would have been the case if the
Demonstration had been a component/program within anexisting community mental health clinic.
Also, the nonprofit status of Rumbaugh permitted additional license in hiring personnel; whereas
Cardinal had to stay within the general salary schedules of other state/county organizations within
the catchment area, it did have the flexibility to more easily hire staff at steps other than the
"bottom" step within a specific position grade (e.g., the mid-range). As will be described in a
later section, this also led to some problems.

As a result of concerted recruiting efforts, the Demonstration had a sufficient pool of
qualified applicants for consideration. Further, the individuals who were selected and hired
represented a complementary mixture of "new blood," substantial professional experience, and
well-established community contacts. This "blend" was reflected in several ways, and its
achievement may be seen as a tribute to those in charge of hiring. For example, the Executive
Director of Cardinal had a long history of community contacts and interactions, having served as
the chief executive of a former health organization in the catchment area. The Program Director
had been practicing in the local area and involved in the planning of the Demonstration for four
years prior to the award of the contract. Key management staff were experienced in developing
and operating from a system approach following their prior experience in public sector endeavors.
This type of expertise facilitated the development of relationships with other groups and
organizations. At the same time, Rumbaugh staff also included individuals new to the catchment
area, thus offering another perspective regarding contextual events and ways of handling problems.
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Throughout the planning and development phase of the Demonstration, the atmosphere at
Rumbaugh was one of teamwork and cooperation, along with a strong embracing of the key
philosophies encompassed by the continuum of care. This shared commitment and collegial
approach bodes well in developing a new program. Staff responses to field interviews in May
1990 indicated that they were quite pleased to be involved in the demonstration, with many saying
that "this was the best job they have had." Communication between management and staff also
appeared to be bi-directional and effective. A formal Management Team was formed that met
regularly to prioritize needs and priorities, develop policies, and communicate these policies to all
Rumbaugh staff. Similarly, the support of the WACH command personnel during start-up, and
subsequently as members of the POC, facilitated implementation of the Demonstration during this
time period.

The contract from the Army provided sufficient resources for not only equipment acquisi-
tion, facility upgrading, and staff hiring but also for activities instrumental to services delivery
(e.g., staff training and development). This strong emphasis on training is embraced by the
overall treatment philosophy of the Demonstration and was viewed quite positively by staff as one
that helped them to carry out their responsibilities more successfully. For example, clinical staff
were allowed to attend seminars and workshops pertinent to their roles (e.g., workshops on clinical
algorithms, therapeutic foster care, and different models of case management). The scheduling of
in-house sessions where staff could disseminate materials from workshops they had attended and
discuss the highlights of the training also was seen as both broadening the results of training and
providing an opportunity for staff discussion and collegiality.

Finally, the existence of a funded "start-up" period for planning and developing the continu-
um of care and its components was crucial. Although the need for this is obvious, it is not
unlikely that individuals are often asked to begin services shortly after the funding becomes
available. Given the comprehensive breadth and scope of the Fort Bragg Demonstration process
and the multitude of activities that had to be completed, it could be argued that this planning period
could have been lengthened.

At the same time, problems surfaced that hindered in one or more ways the
Demonstration's ability to be fully operational by the time it "opened its doors." First, the
Demonstration encountered some suspicion and mistrust from the local provider community, and
its efforts to effectively field questions, correct misunderstandings, and enlist provider participation
were hampered by the length of time required to obtain HSC approval to release information (e.g.,
reimbursement rates for contracted providers) that could have helped to address provider concerns.
Consequently, the time and effort to contact and enlist provider participation (e.g., establishing
contracts for needed services) was considerably greater than anticipated, and few contractual
arrangements were finalized as of June 1st, particularly those with private practitioners. For the
most part, however, the level of "hostility" from community providers was low, with the majority
of concerns revolving around billing and payment issues, e.g., reimbursement rates, administrative
"paperwork" requirements, and "turn-around time" for payment of claims.

The only exception was Cumberland County Mental Health Center, the local MH/DD/SA
area program. Repeated concerns were raised by the Area Director, including the salaries offered
by Rumbaugh , concern that the demonstration was "raiding" Cumberland staff, and so forth. In
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general, these concerns were promptly handled and appear to be overinflated'. However, some
level of friction persisted, including speculations that key administrative staff at Cumberland had
attempted to raise concern over the Demonstration by suggesting to a local newspaper reporter that
he should investigate Cardinal's hiring, bidding, and administrative practices.

Problems were experienced in adapting ihe computer software chosen to operate the man-
agement information system to meet the needs at the Rumbaugh Clinic. A pre-existing software
program was chosen in order to expedite implementation but did not allow the flexibility needed
for this Demonstration. Customization was required that, at times, took longer than anticipated.
In addition, fine tuning of the manual system required additional time. As a result, the complete
system for client characteristics, service utilization, and financial transactions was not fully opera-
tional when the Demonstration officially opened its doors.

As of June 1, 1990, the staffing levels for Rumbaugh were in accordance with Plan A,
although a few key positions remained open (e.g., the Section Head for Community Education and
Treatment). This staffing plan was based on the Army's assumption that client demand would total
between 160 and 200 during the initial months of service delivery.

For several reasons, including the constraints established by HSC, the full continuum of
care was not implemented as of June 1, 1990. Coupled with a significantly heavier client load and
the lack of several "intermediary" treatment settings (e.g., group homes and supervised
independent living), it became readily apparent that this situation worked against the project's
overall goals (i.e., improved treatment outcomes at reduced cost, along with providing "individu-
alized, wrap-around services"). These issues are discussed in the following section, "The First
Thirteen Months of Service Delivery of the Fort Bragg Demonstration Project, June 1, 1990 - June
30, 1991."

•Cardinal's salary schedule was only 1.2% higher than Cumberland's. Cardinal, however, was able to hire
staff at higher 'steps,* thus effectively increasing the salary levels.
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Section 2
Providing a Continuum of Care for Children's Mental Health Services:

The First Thirteen Months of Service Delivery of the Fort Bragg Demonstration Project

June 1, 1990 - June 30, 1991

Executive Summary

The purpose of this chapter section, as in the previous section, is twofold: (1) to summarize
the major activities that were involved in implementing a community-based, continuum of care for
children's mental health services during the first thirteen months' of service delivery of the Fort
Bragg Demonstration Project (i.e., the thirteen months following the Rumbaugh Mental Health
Clinic's official "opening of its doors" to clients on June 1, 1990); and (2) to identify the factors
that either facilitated the Demonstration's efforts during its first year of service delivery or erected
barriers to successful implementation. As mentioned previously, this section primarily on two
sources of information - semi-structured interviews with key State, Womack Army Community
Hospital, and Rumbaugh staff, and relevant documents (e.g., Project deliverables to the Army,
internal correspondence, minutes of meetings).

The major activities were directed at acquiring resources, distributing them throughout the
organization and service system, and developing monitoring and accounting procedures for tracking
how these resources were allocated and expended. An intense amount of effort continued to be
directed to acquiring needed resources. This effort was a result of an immediate surge of request
for services that far exceeded planning estimates. Directly related to this issue were increase in
the client load, increase in the budget, increase in the staffing plans, and contracting with private
providers. As new resources were added to those already in place, decisions regarding how they
would be allocated to the various administrative and clinical components of the Demonstration
were continually made. This involved not only receiving and distributing funds, but also
prioritizing client care and coordinating services and resources.

Continued development of monitoring plans and carrying out of accounting functions also
constituted a significant focus during the initial thirteen month period of service delivery. The
monitoring activities centered on establishing procedures for overseeing resource consumption at
the Demonstration, while the accounting functions followed by documenting the actual performance
in the specified areas. The activities associated with assessment of Demonstration resources took
two primary forms: (a) evaluation of the level of resources needed to provide services to the
eligible clients who presented for care; and (b) assessing the compliance of the Demonstration with
requirements imposed by the contract and by the community best-practices doctrine for
professional services.

7The thirteen month time period was chosen instead of one year in order to coincide with the end of the
quarterly reporting period.
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The actual clinical services provided in the continuum of care comprised several
components: (a) intake assessment and emergency services; (b) case management; and (c)
treatment provided by Rumbaugh and contract providers, including: outpatient, day treatment and
afterschool programs, in-home therapy and crisis intervention, residential, inpatient, psychiatric
and substance abuse services. At the beginning of this time period, Intake Assessment, Case
Management, In-home Services, and Outpatient Services were the only components within
Rumbaugh that were operational. Inpatient services and therapeutic homes became available
immediately through contract with area programs. Although the remaining components had
originally been planned through the budget negotiations process to be phased in, the increased
caseload necessitated implementing these services as quickly as possible. By March, 1991, the
Community Education Treatment Services and Residential Services components were also fully
operational and the continuum was considered complete.

Factors at the organizational, community, and contractual levels influenced the
implementation of the Demonstration during the period from June 1, 1990 to June 30, 1991, the
first thirteen months of service delivery. Factors that facilitated the implementation of the
Demonstration included: (a) Cardinal's organization as a not-for-profit mental health agency and its
related administrative flexibility; (b) general organizational flexibility in the face of increasing
client loads and change; (c) staff commitment to the continuum of care model; (d) coordination of
treatment services at the individual and organizational level; (e) abundant resources; and (f) the
presence of two buffering groups between Rumbaugh and the Army Health Services Command
(HSC).

Factors that posed impediments to the successful implementation of the Demonstration as
planned included: (a) the high volume of clients presenting for service on June 1, 1990, and
beyond; (b) the quick expansion of services in addition to the difficulty in initiating alternative
services that are not part of the mental health "mainstream" such as day treatment, residential
services, and case management; (c) problems regarding role ambiguity, continuity of care, and
family involvement with children and adolescents involved in multiple levels of care; and (d) the
increasing strain in relationship between the Army and the Demonstration related to rising costs
and increased surveillance. The issues raised during this first period of service delivery
Demonstration will continue to play out as the second year of service delivery unfolds.

Rationale and Structure of the Chapter Section

Purpose of the section
In general, this chapter is intended to continue the description Demonstration begun in the

previous section, "Developing a Continuum of Care for Children's Mental Health Services: The
First Nine Months of the Fort Bragg Demonstration Project (August 18, 1989 - May 31, 1990)."
That section described the major "start-up" activities that were involved in getting the
Demonstration to the point of being able to offer services on June 1, 1990. In the present section,
two central questions will be addressed:

(1) What are the major activities that were accomplished during the first thirteen months
of service delivery of the Demonstration (i.e., June 1, 1990 - June 30, 1991),
including the key resources expended and actions performed, and what was the
degree of congruence between these activities and those originally planned?
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(2) What factors facilitated the implementation of the Demonstration during this first
year of service delivery, and what barriers interfered with project operations during
this period?

Sources of information
This section, as the last, is based primarily on two sources of information: semi-structured

interviews with key State, Womack Army Community Hospital, and Rumbaugh staff, and relevant
documents. During the spring and summer of 1990, a series of interviews was held with 39
individuals representing North Carolina's MH/DD/SAS, members of the Project Oversight
Committee from Womack Army Community Hospital (WACH), and Rumbaugh staff members at
the executive, section head, and service delivery levels. These interviews focused on eliciting
information about the types and levels of activities that occurred during the first year of service
delivery, resources available for the implementation of the Demonstration during that period,
perceptions and expectations for the Demonstration and its individual components, and factors that
either facilitated or impeded the implementation of the Demonstration during that period.
Information from field office reports and site visits prepared by Evaluation Project staff was also
incorporated.

Documents generated by or about the Demonstration were also reviewed, which included:
all quarterly reports submitted to the Army by MH/DD/SAS; minutes of meetings such as those of
the Project Oversight Committee; organizational charts and staffing reports of Rumbaugh;
correspondence between MH/DD/SAS, Rumbaugh, and the Army HSC; policies and procedures
developed by Rumbaugh staff, and correspondence and reports from groups and individuals with
which the Demonstration has had contact.

Overall approach guiding this section
Designed as part of an ongoing series of sections describing the implementation of the

Demonstration, this section on the first thirteen months of service delivery continues to use
Leginski et al.'s (1989) categories of basic managerial decisions and activities for mental health
services. The categories continue to form the framework for discussing the resources and tasks
involved during the time period. Five major areas described include: acquiring resources for the
Demonstration; distributing resources within the organization; monitoring the organization's use of
these resources; accounting for these resources; and assessing the impact of the organization, the
compliance with plans and priorities, and the influence of factors on the implementation of the
program.

Structure of the section
This section is organized into three sub-sections. The first section summarizes the major

activities of the Demonstration from June 1, 1990 to June 30, 1991 (the first thirteen months of
service delivery). In general, it will provide an abbreviated description of the Demonstration's
major activities using Leginski et al.'s (1989) categories of management decisions.

The second sub-section will describe in more detail the operation of each component of the
Demonstration during this time period. Staffing patterns, dates of initiation of service-delivery for
each component, and congruence with implementation plans will be reviewed. In the final section,
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factors are discussed that either facilitated implementation of the Demonstration or imposed
barriers to its successful operation.-

Major Activities of the Demonstration During the First Thirteen Months of Service Delivery

The composite picture of the Demonstration's activities during its first thirteen months of
service delivery and implementing a continuum of care on June 1, 1990 can be organized around
five types of managerial decisions/actions (Leginski et al., 1989):

(1) Acquiring the necessary resources for the Demonstration. This includes those ac-
tions aimed at procuring needed resources, including financing, staff, facilities, and
even clients. Examples are hiring staff, contracting with local providers to deliver
services, developing referral sources, and making arrangements with various third-
party payers for services.

(2) Distributing resources. These types of decisions and activities center on the allo-
cation of resources among the various units/groups involved. Typical efforts include
preparing budgets, negotiating unanticipated requests that involve financial impli-
cations, and deciding on specific contractual arrangements (e.g., establishment of
reimbursement rates for external providers).

(3) Monitoring how resources are utilized. Decisions and duties required for overseeing
resource consumption within the Demonstration cover several different domains.
These include, to name a few, the development of formal reporting requirements,
review of reports, and the installation of a management information system that can
generate and monitor "key indicators" of effort and resources expended by the
organization.

(4) Accounting of resources. This category of activities involves those tasks and deci-
sions that demonstrate control over resource utilization. In addition to financial ac-
counting practices, accountability efforts frequently entail the formulation of policies
about staff performance and clinical treatment.

(5) Assessment of resources. As previously described, these activities focus on deter-
mining whether organizational inputs and outputs are appropriate. Assessments are
of two types. Compliance assessments involve making judgments about whether
things actually occurred or were supposed to happen as a result of certain organiza-
tional actions (e.g., an increase in the hiring of minorities as a result of new agency
guidelines or improvements in services delivery subsequent to changes in the
allocation of program resources). Impact assessments are directed at determining
whether particular expenditures of an organization's resources produced the desired
outcome(s) e.g., enhanced levels of client functioning as the result of treatment).

' For an overview of the Ft. Bragg Demonstration Project, refer to the previous chapter section of the
Implementation Study, "Developing a Continuum of Care for Children's Mental Health Services: The First Nine
Months of the Ft. Bragg Demonstration Project, August 18, 1989 - May 31, 1990."
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Figure 2-6 presents a detailed enumeration of the major actions taken by the Demonstration,
including those carried out by MH/DD/SAS and Rumbaugh.,

Briefly stated, the majority of activities during the thirteen-month period were directed at
acquiring resources, distributing them among participants, and developing monitoring and
accounting procedures for tracking how these resources were allocated and expended. The major
efforts under each of these more general categories are briefly described following Figure 2-6.

'The activities that occurred under the auspices of the Evaluation Project are not detailed in this report, given that
this document is part of the overall evaluation effort at Vanderbilt University.
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Figure 2-6
Major Actions Taken By the Fort Bragg Demonstration Project:

June 1, 1990- June 30, 1991

Acquisition of Resources

# finalized details of contracts with Lee-Harnett MH/DD/SA Area
Program

* continued to prepare for and obtain necessary licensure and
certification for program elements

o obtained necessary insurance for opening of residential
and day treatment programs

* continued to recruit, hire and train staff
"o full time clinical staff grew from 40 (approved 6/1/90)

to 154 (hired by 6/30/91)
"o administrative staff grew from 5 (approved 6/1/90) to

11 (hired by 6/30/91)
"o continued to maintain a computerized database for job

applicants

• continued to purchase necessary capital equipment and supplies

* continued to locate and rent facilities for offices, day treatment,
group homes

* continued to expand and upfit facility

• secured leasing of vehicles (5 sedans and 4 vans)
"o to transport clients in the residential and day treatment

programs and as a last resort* to transport clients in
the outpatient program

"o also used for client visits by staff in the in-home and
case management sections

* screened referrals before scheduling intake assessments
o established a telephone screening process in order to

lessen intake load

B 2-41



Figure 2-6 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:

June 1, 1990 - June 30, 1991

Acquisition of Resources (continued)

* admitted clients for services
"o performed 2,312 intakes during the first 13 months
"o increased case load from 120 expected as of June 1, 1990 to 1,386

active clients and 89 pending assessment as of June 30,1991
"o provided services to a total of 2,470 clients

* developed and distributed beneficiary handbooks

* continued contracting with private psychologists, psychiatrists, social
workers, other mental health professionals, and hospitals

"o by 9/30/90, signed contracts with 28 private providers,
10 corporate groups (including 59 providers), 4 MH/DD/SA
area programs and 5 hospitals

"o set up system for credential review and privileging
contract providers

• opened services in all components

• Assisted the chief health care provider for military families (PRIMUS) in modifying
their contract to allow direct referrals to Rumbaugh Mental Health Clinic

* developed procedures for prescription medication to be made available

• renegotiated contract with Army to modify client eligibility
"o to include emancipated minors who are CHAMPUS eligible

spouses and under 18
"o to include a portion of the payment for services to Willie M. clients

* renegotiated FY90 and FY91 budgets to reflect increase in client load

* prepared budget for FY92 to include increase in predicted client load
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Fifurm 2-6 (komimud)
Major Actions Taken By the Fort Bragg Denuonstration Project:

June 1, 1990 - June 30, 1991

Distribution of Resources

* renegotiated rate schedule for contract providers

4 renegotiated Army contract for case management to include use of
outpatient care coordinators

* provided ongoing training oppoi -. nities for staff

* conducted intake staffings on all new clients to determine
appropriate initial level of care

• conducted treatment meetings on a regular basis to design and
coordinate client care

• participated in meetings to coordinate care to Rumbaugh clients
"o schools at Fort Bragg, in Fayetteville, and the

surrounding area
"o Womack Army Community Hospital
"o other community agencies

• provided intake materials to contract providers and ongoing
case monitoring

* provided client transportation when necessary

* determined priorities for client care in the face of greater than
expected number of clients

* established system of communicating organizational, policy and procedure
changes to all staff members

* received technical assistance from MH/DD/SAS on multiple issues,
including meeting licensure and certification requirements, developing
justification for additional vehicles, reviewing the physical facility,
developing DEERS procedure to use prior to installation of DEERS terminal,
assisting with cost projections

• decreased utilization rate based on total number of clients served in inpatient
hospitalization and residential treatment centers

C June 1990, 7% of caseload
o June 1991, 1.6 % of caseload
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Fifure 2-6 (wcnnueW
Major Actions Taken By the Fort Bragg Demonstration Project:

June 1, 1990 - June 30, 1991

Monitoring Utilization of Resources

* continued meeting of the Project Oversight Committee on a monthly basis

* continued preparation of quarterly and other reports to document and
relay information about project activities to the Army

• developed surveillance procedures for MH/DD/SA to monitor performance
of Rumbaugh and Vanderbilt

* initiated use of computerized data base for generating customized reports
for various users

• developed Quality Assurance/Utilization Review system
0 reformulated Quality Assurance system into an ongoing

Quality Improvement process

* reviewed and revised policies for subcontracting to private providers

* established regular committee meetings for clinical management,
review of credentials, clinical records, UR, QI, provider advisory, and
other issues

* prepared audit plans

* continued to develop and refine policies and procedures related to
Rumbaugh operations

* continued to monitor and attempt to reduce length of waiting list for intakes

* continued monitoring of compliance with personnel requirements

* participated in surveillance activities
"o NC MH/DD/SAS
"o Army Office of the Surgeon General
"o Army Health Services Command
"o WACH COR
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Firure 2-6 (continued)
Major Actions Taken By the Fort Bragg Demonstration Project:

June 1, 1990 - June 30, 1991

Accounting of Resources

* provided ongoing supervision to staff at all levels

* reviewed treatment planning and documents submitted by contract providers

* initiated billing system for clients with additional insurance benefits

• initiated reimbursement system for contract providers
o set up system for clinical case managers to authorize hospital stays

* reported on Willie M. and clinical cost outlier expenses on a monthly basis

* documented DEERS eligibility of potential clients through established procedure
o DEERS terminal installed in June, 1991

* documented all clinical services through extensive clinical records procedures
o transcription services provided for clinical notes and reports
o clinical records reviewed regularly

* participated in independent audits
o FY90 closeout audit of Cardinal by Ray Clinebelle, C.P.A.
o 3/27/91 audit by the Defense Contract Audit Agency

* initiated and gathered information on numerous QI studies across the program
components

• established system for keeping minutes at all official committee meetings
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Apure 2-6 kyotinuedJ
Major Actions Taken By the Fort Bragg Demonstration Project:

June 1, 1990 - June 30, 1991

Accounting of Resources (continued)

* participated in surveillance and monitoring visits
0 10/17/90 Mrs. Price of OTSG, LTC Dohanos, Mr. Swan,

and Mrs. Mathis of HSC received administrative update
of the project

o 11/28/90 COL Fagan and Mrs. Price OTSG and LTC Plewes
of Walter Reed Army Medical Center visited to review
active cases, clients' records, and to get an overview

o 3/91 Dr. Roy Haberkem, child psychiatrist, under contract
to MH/DD/SAS, initiated peer reviews to monitor client
management at Rumbaugh

o 3/25-26/91 administrative and clinical review by HSC
COL Brenz, LTC Dohanos, CPT Stockmeyer, Mrs. Mathis,
LTC Plewes (Walter Reed), MAJ Batzer and CPT Morris (WACH)

o 4/24/91 LTC Dohanos and Mrs. Mathis conducted a review
of the administrative programs

o 4/15/91 surveillance visit by CPT Morris

* notified Army that approved budget amount was not adequate
"o requested relief for the State for costs that exceeded

the approved contract
"o submitted revised FY 91 budgets reflecting increase in

clinical services associated with increased client load
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Major Actions Taken By the Fort Bragg Demonstration Project:

June 1, 1990- June 30, 1991

Assessment of Resources

* received feedback from surveillance and monitoring visits and addressed
recommendations

0 FY90 closeout audit of Cardinal by Ray Clinebefle, C.P.A., indicated
positive opinion of compliance and fiscal responsibility in
all areas with the exception of budget compliance organization's
allowable costs exceeded the approved budget and had not received
a budget modification as of his report date (by $629,135)

o 11/28/90 visit by COL Fagan raised concerns regarding adequate
personnel and a completed QA plan

o 3/25-26/91 CPT Stockmeyer noted minor deficiencies in QA program,
COL Brenz noted that there were a few discrepancies in clients
charts but, in general, the evaluations were thorough and superb

o 4115/91 surveillance visit by CPT Morris
0 letter response by Dr. Behar 5/2/91

o 4124/9i Assistant Secretary of the Army provided the 1st
quarter FY91 Report on the Fort Bragg Child and Adolescent
Mental Health Demonstration Project to the Chairman,
Committee on Appropriations, United States Senate

* Dr. Behar responded by letter on 6/12/91,
clarifying "misperceptions"

o 6/4/91, MH/DD/SAS received a copy of the "Analysis of
CHAMPUS Per Capita Mental Health Expenditures and
Utilization for Beneficiaries Less than Eighteen Years,"
prepared by the U.S. Army Health Care Studies and Clinical
Investigation Activity

* Dr. Behar responded 6/12/91, asking that the
report be retracted as it was "premature,
inaccurate, and biased"
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Firure 2-6 (continued)

Major Actions Taken By the Fort Bragg Demonstration Project:
June 1, 1990- June 30, 1991

Assessment of Resources (continued)

* continued review of contract provider competencies and revoked privileges

when determined that criteria violated

* restructured several organizational elements due to initial experiences

o reorganized staff roles and responsibilities in CETS,
residential care, and case management in response to
program experiences and client needs

o developed an acute care group home in response to large
hospital case load

o restructured organization of business section

* initiated support groups for staff and clients in response to Desert Shield
and Desert Storm

* expanded number of staff in all sections in response to increase in
client load

* continued assessment of the adequacy of the approved budget to meet
the client load demand

* increased concern about costs of the project were voiced by Project
Oversight Committee members and HSC staff

* worked on estimating predicted future costs of service in order to
prepare budget for following fiscal year
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Acquisition of resources
Although by June 1, 1990, the "start-up" phase of the project was completed, the next

thirteen months continued to involve an intense amount of effort directed to acquiring needed
resources. This effort was a result of an immediate surge of requests for services that far
exceeded planning. Directly related to this issue were increases in the client load, the budget, and
the staffing plans, and contracting with private providers.

Increase in the client load. Originally, Rumbaugh had been told to expect approximately
160 clients to present for service during the beginning of this service period. In fact, by the end
of the first month, more than 200 transition cases- and an additional 366 potential clients had
received or been scheduled for an intake assessment. This level of request for service continued
for the entire first thirteen month period: by September 30, 1990, 725 cases were open and 196
more were pending intake assessment or first appointment; by December 31, 1990, there were
1166 active cases; by March 31, 1991, 1,352 active cases were open with an additional 167
pending assessment or first appointment. By the end of the thirteen month period, the client load
was appearing to stabilize at approximately 1,500. During this time 2,312 intake assessments had
been performed and services had been provided to a total of 2,470 clients.

The increase in client load resulted in a steady increase in (a) the number of clinical staff
members needed to provide services; (b) the number of administrative staff needed to support the
clinical program; and therefore, (c) the budget for the Demonstration.

Budget increases. The originally predicted budget designed to serve a client load that
slowly increased from 120 to 425 over this same thirteen month period, was for a total of
$5,011,096-. By June 30, 1991, however, the Army had been notified multiple times that the
MH/DD/SAS was reaching the budget maximum for the entire fiscal year (both for FY90 and
FY91) and that budget revisions were necessary to be able to continue to provide services to the
number of children and adolescents presenting for service. By June 31, 1990, MH/DD/SAS had
requested an increase to $14,227,738. However, by that time the budget figure approved by the
Army HSC was $12,000,000, and MHI/DD/SAS had already notified HSC that amount was
expected to last only through August 15, 1991 (when the fiscal year end was September 30).

Increased staffing gatterns. The staffing patterns at the Rumbaugh similarly underwent
significant expansion. Within the thirteen month period, the number of full-time clinic staff
positions increased from 35 to 137. Original staffing plans, based on estimates of client need by
HSC, had progressed in the sequence indicated in Table 2-2 below:

By June 30, 1990, after only one month of service delivery and a client load and waiting
list in excess of 500, Rumbaugh immediately shifted to "Plan D", and by September, 1990, was
already talking about a "Plan E" that exceeded any previously planned client load and related

'*Transition" cases are those who were already receiving mental health services under the CHAMPUS program
prior to June 1, 1990.

"These budget figures reflect the FY91 fiscal year that represents October 1, 1990 - September 30, 1991, and
thus, does not correspond exactly with this 13-month period. These figures highlight, however, the issues involved in
budgetary needs during this time period.
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Table 2-2
Caral Staffing Plan

Predicted Actual Planned Number Actual Number

A/8/1989 - 5/1990 160-200 566" 35 35

B/6/1990 - 9/1990 240-300 921 50 92r

C/1011990- 9/1991 320-400 147r 60 137'

D/10/1991- 5/1994 400-500 NA 69 NA

Notes:
a. As of 6/30/90, after the first month of service delivery, 200 transition cases had been opened and an
additional 366 potential clients had received or had been scheduled for an intake assessment.
b. This number represents the active cases on 6/30/91 (POC Meeting Minutes, 7/17/91).
c. This number represents the number of clinical staff employed or scheduled to begin employment on
9/30/90 (POC Meeting Minutes, 10/17/90).
d. This number represents the clinical staff positions filled on 6/30/91. There were a total number of 154
positions authorized at that time (POC Meeting Minutes, 7/17t91).

number of clinical staff. The recruitment, hiring and training process for quadrupling the number
of clinical staff during the first year took a significant amount of effort on the part of every level
and section of staff at Rumbaugh. A computerized data base was quickly expanded as was national
advertising and recruitment for positions. The development of a generous fringe benefit program
took on even more importance in the light of the need to recruit over 100 additional clinical staff
members to a program with a limited life span'2 . These recruitment efforts were successful in
their ultimate achievement of most hiring goals. However, certain positions remained under-
staffed at the end of the thirteen month period. Qualified substance abuse counselors proved
especially difficult to attract to the Fayetteville area.

Contracting with community providers. Along with the hiring of additional Rumbaugh
staff, the Demonstration quickly finalized contracting arrangements with community psychologists,
social workers and psychiatrists to whom clients could be referred when outpatient services
appeared to be the only service needed. By the end of the thirteen month period, a total of 148
contract providers had signed contracts and were either temporarily or fully privileged. Finalizing
the contracting process took longer than expected, and it was not until several months after the
doors opened that contracts were secured with private providers, corporate groups of providers,
several MH/DD/SA area programs, and several inpatient hospitals in the Fayetteville and
Raleigh/Durham/Chapel Hill area. In addition, a credential review/ privileging proceu meeting

2 The Demonstration Project contract calls for an end date of May 31, 1994.
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JCAHO standards was begun in order to ensure appropriate licensure or certification, competence,
and relevant experience before contract providers were allowed to provide care to Rumbaugh
clients. As of June 30, 1991, this process had still not been completed with the contracted
providers and continued into the next period of operation.

Arranging for clinical services was another major focus during this initial period of service
delivery. On June 1, 1990, the basic clinical components as specified by the contract and
budgeting negotiation were in place: (1) Intake assessment and emergency services; (2) treatment
services including Outpatient, and In-Home Services provided through Rumbaugh and inpatient
hospitalization and residential treatment through contract; and (3) Case Management. By
September, school consultation was available and contracts had been signed with 10 therapeutic
family homes whose members were undergoing training. By the end of December, the first group
home operated by Rumbaugh was opened as was the Afterschool Program through Community
Education Treatment Services (CETS). Within three more months (March, 1991), two more group
homes had opened and the Day Treatment Program of CEIS was operational. The service
components will be described in more detail below.

Distribution of resources
As new resources were added to those already in place, decisions regarding how they would

be allocated to the various administrative and clinical components of the Demonstration were
continually made. This involved not only receiving and distributing funds, but also prioritizing
client care and coordinating services and resources.

Intake staffings. treatment team meetings. and case coordination. For each of the 2,470
clients served during the thirteen month period, a variety of mechanisms for assuring appropriate
and coordinated care were implemented. Multidisciplinary intake staffings were planned to be held
within 2 working days of the intake assessment, at which time the initial level of care was
determined and referral made to the appropriate provider or section. For the majority of cases,
this involved referral to a community contracted provider for outpatient care. When it was
determined that a child was in need of more than outpatient care alone, a clinical case manager
was assigned, and the appropriate components within Rumbaugh activated. (For a discussion of
the myriad issues involved in case management, see below.] Treatment team meetings were held
at times specified by the contract, with teams for hospitalized clients meeting at least every 3
weeks and for clients receiving other more-than-outpatient care every 30 to 45 days. For any
changes in level of care, prior review at a treatment team meeting was required. Case
coordination took place at these meetings, in section staffings, during contact among staff
members, and with involved community providers and agencies. Staff across all clinical sections
reported a high percentage of their time devoted to such coordinating activities.

Prioritizing resources. With the client load increasing rapidly and remaining during the
entire period at levels higher than staffing patterns reflected, ongoing tension regarding the
prioritization of resource distribution was evident. Early on, a decision was made to utilize
community contract providers to the greatest extent possible to absorb the large numbers of
outpatient-only clients. This allowed the Rumbaugh clinical staff to devote as much time as was
possible to the development of the more-than-outpatient service options. Even within Rumbaugh,
however, pressure was continually felt regarding the high number of clients in need of services.
Intake Assessment and Case Management were the two components that, by contract, could not
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maintain a waiting list for services but were required to respond to each client in need of services.
Continual monitoring of the intake waiting list increased the tension on that component to develop
a screening process and utilize contract providers to conduct intakes. Other components developed
internal waiting lists for services that could be offered once staff were recruited, hired, and
trained.

In addition, several reorganization efforts were realized in response to initial experiences.

Changes in clinical case management. With the surge in number of clients admitted, the
clinical case management process quickly came under scrutiny. By contract, case management was
to be provided to all clients" at a staff to client ratio not to exceed 1:20. However, the original
intent by the Demonstration planners was for this contract provision to apply only to those clients
receiving more-than-outpatient, residential or inpatient care, which would have been a subset of the
client population. Army interpretation of the contract, however, was that all clients were to
receive this cn management. With a case management staff hired in anticipation of 200-300
clients but a oad quickly approaching 1000 by the sixth month of operation, actual case
manager cases •.s exceeded 100. The primary focus became securing the required documentation
of services received and review at appropriate intervals. This section was initially restructured to
provide supervision for an increasing number of staff, and later proposed a contract revision that
would create new positions entitled Outpatient Care Coordinator (OCC). These OCCs would be
responsible for managing the care of outpatient-only clients with a caseload of up to 80, and
clinical case managers could assume their previously designated function of providing case
coordination to clients at the more intensive levels of care. A more detailed description of the case
management section is given below.

Development of an acute care group home. The high number of clients utilizing inpatient
hospitalization, the most restrictive and expensive of the services in the continuum of care,
prompted exploration of alternatives for serving this population. Clinical staff determined that a
number of these clients could benefit from a less restrictive, short-term program that would help
stabilize acute psychiatric episodes. An acute care group home with specialized staffing was
developed, cost justification based on reducing use of hospital beds was submitted to the Army,
and this service became available in February, 1991. A more detailed description of the
Residential Services component is given below.

Monitoring utilization and accounting of resources
Continued development of monitoring plans and carrying out of accounting functions also

constituted a significant focus during the initial thirteen month period of service delivery. The
monitoring activities centered on establishing procedures for overseeing resource consumption at
the Demonstration, while the accounting functions followed by documenting the actual performance
in the specified areas.

" The only exception were those clients receiving services only from the Outpatient Services section of Rumbaugh
Clinic.

B 2-52



Establishment of surveillance procedures. Several levels of surveillance procedures and
activities were developed and implemented during this period. MH/DD/SAS, as contractor,
instituted a formal surveillance plan for both Cardinal, Inc. and Vanderbilt University. This
procedure was submitted to and approved by HSC as part of contract specifications. In addition,
the COR at WACH developed and initiated a surveillance plan on behalf of HSC. Members of
HSC and the Army Office of the Surgeon General also conducted sporadic surveillance visits
regarding various aspects of contract compliance. These surveillance activities were conducted in
addition to other monitoring held for the purposes of issuing licenses, certificates, or accreditation
by the North Carolina Dept. of Human Resources.

Development of the Ouality Assurance system. The Medical Services section at Rumbaugh
was given responsibility for establishing and monitoring a system-wide procedure for assuring
quality of clinical services. JCAHO specifies procedures to be followed and areas to be addressed,
and by contract, Rumbaugh is to meet the JCAHO standards for quality assurance. During this
period, examination of the QA process and staff changes resulted in reformulation of the QA
system into an ongoing Quality Improvement and Risk Management (QI/RM) system. Activities of
the QI/RM system are described in the quarterly reports to the Army prepared by MH/DD/SAS.
This area continued to be one that received ongoing monitoring and feedback through the various
surveillance mechanisms described above.

Participation in audits, Two independent audits were conducted at Rumbaugh during this
period. The State of North Carolina requires a single, comprehensive audit at the end of each
fiscal year. The FY90 closeout was conducted by Mr. Ray Clinebelle, C.P.A., who indicated a
positive opinion of contract compliance and fiscal responsibility in all areas except that of budget
compliance. As discussed earlier, with the increased client load, expenditures accelerated at a
faster pace than approved revisions to the budget. At the end of FY90, after four months of
service delivery, Rumbaugh's allowable costs exceeded the approved budget by $629,135 and
budget modification had not been received by the date of Mr. Clinebelle's report. The appropriate
budget revision was received later, however. In late March, 1991, the Defense Contract Audit
Agency conducted a similar review but no report was issued.

Implementing the service documentation. billing, and reimbursement system, The
implementation of a system for documenting services delivered to clients, billing other payers, and
reimbursing contract providers involved financial, management information system, clinical
support, and clinical staff members. Event ticket codes used by clinicians (and equivalent service
documentation by contract providers) were entered into the MIS, generating both service
description and billing information. Clinical case managers (CCMs) played an intermediary role
for clients in inpatient hospitals and residential treatment centers, contracted services. For these
two levels of care, an authorization-of-services procedure was developed by which CCMs reviewed
and authorized specific services and periods of time for a particular client's care. After each
authorization, including re-authorization in the case of clients who remained in these settings for an
extended time, the billing office at Rumbaugh handled reimbursement requests sent by the contract
providers. The development of software available to process this information took longer than
anticipated, and it was not until February, 1991, that service data began to be entered into the
MIS. Shortly thereafter, customized MIS reports began to be generated for various users.
However, these data, especially those for services, were not considered reliable until October,
1991. Internal problems with the completing and posting of event tickets resulted in an
underestimate of services delivered within Rumbaugh.

B 2-53



Assessment of resources
The activities associated with assessment of Demonstration resources took two primary

forms: (a) evaluating the level of resources needed to provide services to the eligible clients who
presented for care; and (b) assessing the compliance of the Demonstration with requirements
imposed by the contract and by the community best-practices doctrine for professional services.
The concern with budgetary resources and the actions taken to secure additional funds have been
discussed above. The forms of feedback from formal surveillance and other sources and impact on
the Demonstration follow:

Army oversikht of the Demonstration. Two formal surveillance visits, one on November
28, 1990 by COL Fagan (OTSG), and one on March 25-26, 1991, by COL Brenz and CPT
Stockmeyer (HSC), resulted in feedback about various aspects of the clinical program. COL
Fagan outlined concerns about case management services (client to staff ratio), treatment team
activities, and clinical records documentation. In his follow-up visit, COL Brenz's review
regarding appropriateness of clinical services and status of clinical documentation reported
Rumbaugh activities to be "thorough and generally superb." The QA system, however, received
"deficient* marks from both COL Fagan and CPT Stockmeyer. Concerns were raised about: (a)
the incompletion of the procedures for credentials review and privileging; (b) lack of evidence of
putting the proposed QA/QI system into motion; and (c) utilization management, described by
Stockmeyer as *disjointed." Based on this feedback, Rumbaugh implemented activities at various
levels to enhance the QI system. However, at the end of this thirteen month period, these issues
had still not been resolved and the Army continued to monitor the areas of concern.

Other Army feedback about the Demonstration. Two other Army documents surfaced
during the first year of Demonstration service delivery that (a) highlighted Army concerns about
the costs of the Demonstration, and (b) resulted in closer oversight of project operations. In
March, the Army OTSG submitted a report to the Senate and House Committees on
Appropriations about the Demonstration, based on information from the MH/DD/SAS quarterly
report and COL Fagan's visit. His concerns, outlined above, were repeated as well as cost
concerns using CHAMPUS data as a comparison.

In April, 1991, the Army Health Care Studies and Clinical Investigation Activity
(USAHCSCIA) released an "Analysis of CHAMPUS Per Capita Expenditures and Utilization for
Beneficiaries Less than Eighteen Years." Based on CHAMPUS data from the pre-demonstration
period, it was reported that the three catchment areas involved in the Evaluation Project (Fort
Bragg, Fort Campbell, and Fort Stewart) showed no trend in increase in utilization, thus arguing
that trends in increasing utilization should not be used as justification for the increased client load
at the Demonstration.

In response to both of these negative reports, MH/DD/SAS provided arguments and
information about the use of CHAMPUS data, comparisons between the Demonstration and
standard CHAMPUS service delivery, and communication problems that needed clarification. The
USAHCSCIA report was described as "premature and technically flawed." Further surveillance by
the Army was the direct outcome of these evaluations.
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The Continuum of Care and Its Components

The preceding sub-section described the major activities conducted across all sections of
Rumbaugh during the thirteen month period following initiation of service delivery on June 1,
1990. The actual clinical services provided in the continuum of care comprised several
components: (a) intake assessment and emergency services; (b) case management for clients
receiving more-than-outpatient or inpatient services; and (c) treatment provided by Rumbaugh and
contract providers, including: outpatient, day treatment and afterschool, in-home counseling,
residential, inpatient, psychiatric and substance abuse services. Section I of this chapter describes
the "preparedness" of these service components on June 1, 1990, as the "doors were opened" for
service delivery at Rumbaugh Mental Health Clinic. The continued development of the treatment
components throughout the thirteen months that followed are described below.

Intake Assessment and Emer=enc= Services. On June 1, 1990, the Intake Assessment and
Emergency Services Section was generally equipped to begin its clinical efforts. The Section Head
and number of staff specified by Hiring Plan A were hired, trained, and in place, based on an
expected demand for intake assessments at the rate of 20-30 per week. Contracts for the crisis line
screening and emergency services were in place. A standardized intake protocol was developed
that included child and parent clinical interviews, developmental history, social and family history,
behavioral checklists from multiple informants, and substance abuse screening for youth aged
eleven years and older. The contract required a response to service requests within a one week
period. Emergency assessments were planned to be available on a 24-hour-per-day basis within
two hours of request.

Immediately, however, the Intake staff were inundated with requests for intakes for new
referrals coming into the system. By the end of the first month, 366 new clients had requested
services and had either participated in an intake assessment or were scheduled for one. The
number of staff in this section quickly grew from three to eight, with the number of intake
assessments scheduled averaging from three to eighteen per day over the next thirteen month
period. By December 31, 1990, the section had received 1,244 new referrals and performed 1,167
intake assessments. By the end of the thirteen month period, 2,631 new referrals had been
received and 2,312 intake assessments performed. With these numbers, scheduling was difficult,
and the waiting list remained in the three to four week time frame until November. In January,
again, the referral rate climbed and the waiting list remained a constant target for reduction.
Several options were explored, including the use of private contract providers to perform intakes.
Required packets of written information were also mailed to families ahead of time in order to
accelerate the necessary process of documentation. The telephone screening process, in place since
June 1, 1990, in order to screen out ineligible children and adolescents from the intake assessment
process, continued.

In examining patterns of referral to Rumbaugh, WACH was designated by over 25% of the
clients during the first thirteen months as their primary source of referral. Individual or family
referrals accounted for another 25%, with mental health professionals designated as the primary
referral source for 19% of the population and the schools for an additional 16%. The remaining
referrals came from other health facilities, social services, juvenile court, and other sources.
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Oupatient Services. Outpatient services were provided through two mechanisms: (a) by
community contract providers (about 90% of the cases) when outpatient services alone appeared to
meet the child or adolescent's needs; and (b) by Rumbaugh staff members of the Outpatient section
for children and youth with more serious problems who require a wider range of intensity and
frequency of services. Rumbaugh Outpatient staff were able to see clients up to five times per
week during periods of crisis, as well as provide treatment in concert with other services provided
at Rumbaugh. As with Intake/Assessment, the Outpatient section was staffed and ready to provide
treatment as of June 1, 1990, according to Hiring Plan A. In addition, approximately 20 contracts
with community providers were awaiting signature.

Although the increase in service demand hit all sections at Rumbaugh as soon as the doors
opened in June, 1990, the Outpatient section within Rumbaugh was less directly influenced.
Clinicians were able to accept appropriate new cases until their case loads were full, but they were
then relieved from having to accept new referrals through the use of a waiting list. The number of
staff in this section did increase over the course of thirteen months, with eleven full-time clinical
staff in addition to the Section Head by June 30, 1991. By that time, 228 children and adolescents
had been admitted to the in-house Outpatient section, with an active caseload of 142.

The availability of community contract providers addressed most of the needs of the surge
in referrals, as the presenting problems appeared to be those of a less intense nature and
appropriate for outpatient therapy. This capacity increased significantly, with contracts signed with
148 community providers by the end of the thirteen month period. By June 30, 1991, these
contract providers were responsible for 1,613 active and aftercare clients.

In-home Services. In-home services at Rumbaugh were modeled on "family preservation"
programs and designed to prevent out-of-home placement of children and adolescents in families
experiencing acute crisis. In addition, this service was developed as a less restrictive alternative to
which children could be transitioned following inpatient hospitalization or residential treatment.
When Rumbaugh opened its doors on June 1, 1990, In-home was the only alternative service
between outpatient and residential treatment care that was fully operational. Under Hiring Plan A,
however, this involved the Section Head and one other employee, who took extended leave in
June. The goal was to assign caseloads of two to four families per therapist, who are available 24-
hours-per-day. By the end of the thirteen month period, this section had grown to a total of eight
staff members, three of whom had been recently added in June, 1991, with three additional
positions in recruitment. Of 123 referrals to this section over the thirteen month period, 65 had
been served with an average length of stay of eight weeks".

Community Education and Treatment Services (CETS). CETS provided two levels of day
treatment services to children and adolescents with serious school maladjustment. Day Treatment
services met daily beginning in March, 1991, during school hours for clients whose problems were
so severe that an out-of-school placement was required. Afterschool services met five afternoons
per week for 3 hours per day beginning in late December, 1990, for clients who were able to

"Length of stay figures contained in this report are calculated on the basis of cases that have been discharged.
These data were presented by Rumbaugh at the July 17, 1991, P.O.C. meeting.
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remain in school and the community with intensive support. Both services were designed both to
prevent the use of more restrictive, out-of-home placements and as step-down services from an
inpatient hospital stay.

When Rumbaugh first began providing services in June, 1990, however, CETS was not
operational. At that point, school consultation was available through a staff psychologist, but the
Section Head was not brought on board full-time until October, 1990. In December, 1990, the
Afterschool program opened. In early March, 1991, the Day Treatment program opened and
quickly filled to capacity. One of the tasks of this section was to reach the criteria for becoming
certified as a "nonpublic school" in order to provide such services in the State of North Carolina.
As the initial thirteen month period ended, this section had grown from a staff of two to twenty-
seven with plans to open a second day treatment program within a few months.

Residential Services. This component was originally intended to be gradually phased- in
during FY91, thus on June 1, 1990, only three staff members were employed, program
development was underway, but no facilities had been procured. The timeline for providing
residential services was accelerated in an attempt to divert the use of inpatient hospital beds that
was associated with the surge of clients admitted. By June 30, 1991, the number of staff in this
section had grown to fifty.

Two programs constituted the Residential Services section: Therapeutic group homes and
therapeutic family homes. A third initiative, family support services, was in the planning stages at
the end of the thirteen month period in response to client needs expressed, but had not yet been
implemented.

Therapeutic group homes were designed to provide an intensive, highly structured treatment
program in a more natural setting than the more restrictive options of residential treatment center
or inpatient hospital. Opening of the group homes was delayed, in part, due to difficulty securing
appropriate rental property. First, community reaction to planned group homes was problematic.
In addition, rental facilities had to be located that would comply with State licensure requirements.
In late December, 1990, the first group home opened with a capacity client load of six. Two
additional group homes opened in February, 1991, one of which was designated as an "acute" care
home with a staff to client ratio of 1:2 in order to serve clients in acute psychiatric distress. By
the end of June, 1991, these three group homes had received 65 referrals and admitted 30 clients.
The average length of stay at that time was 11 weeks.

Therapeutic family homes were originally called "treatment foster care" but the name was
changed in response to feedback from client parents. Although therapeutic home services were
available to Demonstration clients through a contract with another community agency beginning
June 1, Rumbaugh operated homes began serving families in October, 1990. These homes
provided highly flexible and individualized services to children and adolescents who could not be
maintained in their own family's home. By December, contracts with 10 therapeutic families had
been recruited and training had been provided, and by March, 1991, an additional 3 therapeutic
families were on board. These families were paid by Rumbaugh as contractors insteadof staff
members, thus requiring payment only when a client was actually placed in their homes. In
addition, some families agreed to accept a second client on a planned, occasional basis as a respite
service for Rumbaugh client families. This program was able to respond quickly due to the
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presence of an ongoing treatment foster care program operated by the MH/DD/SA area authority
that helped with both recruitment and training of therapeutic families. By June 30, 1991, the
therapeutic family homes had received 89 referrals, admitted 16 clients, with an average length of
stay of 9 weeks.

Inpatient Services. Within the continuum of care implemented by Rumbaugh, inpatient
hospitalization and residential treatment center services were provided exclusively by contract
providers. Contracts were maintained with several child and adolescent inpatient psychiatric
programs in the area, which were selected based on the special needs of the client or family
preference. This service continued to be used more heavily than expected wh¢-i the absolute
number of placements and resulting costs is examined. When the mean number of acute hospital
beds per day are added to those in the residential treatment center, the total mean in June, 1990,
and June, 1991, was very similar, 20.0 and 23.83, respectively. The number of acute hospital
beds/day increased over the period while the use of the residential treatment center dropped. With
the tremendous increm z in client load, however, the percentage of clients receiving services in this
setting dropped drar -%.;lly from 7% of total case load in June, 1990, to 1.6% of total case load
in June, 1991. The financial pressure exerted by this utilization provided the impetus for
development of alternate levels of care prior to the scheduled dates and the justification for budget
increases to meet the reimbursement requests.

Psychiatric Services. Psychiatric services were provided across all levels of care by either
Rumbaugh staff psychiatrists or contract providers. The role of psychiatry included direct services
(psychiatric evaluations, medication, therapy), treatment team participation, and Quality
Improvement functions regarding hospital treatment. By the end of the thirteen month period, two
full time child psychiatrists were on staff with Rumbaugh and contracts were maintaine' with an
additional 40 community psychiatrists. The Rumbaugh staff psychiatrists had accepted referrals for
372 psychiatric evaluations by June 30, 1991.

Substance Abuse Services. Substance abuse services were also provided across all levels of
care by Rumbaugh staff members located either within the sections or within the Medical Services
section. Substance abuse screenings were built into the intake assessment process for all clients
aged eleven years or older. Comprehensive substance abuse evaluations were completed on 64
clients by June 30, 1991. In addition, specialized substance abuse work was delivered through
individual and group work throughout the various Rumbaugh sections. Children and adolescents in
need of specialized substance abuse residential treatment received services through a contracted
residential treatment center or inpatient hospital.

Case management. Case management services were staffed at the anticipated Hiring Plan A
level and ready to receive cases when the doors opened on June 1, 1990. As mentioned above, the
surge in number of clients admitted caused the clinical case management process to quickly come
under great pressure. With a case management staff hired in anticipation of 200-300 clients yet a
caseload quickly approaching 1000 by the sixth month of operation, actual case manager caseloads
exceeded 100 and the primary focus was on securing the required documentation. Cases had to be
prioritized, with services received first by clients who were at the highest risk for out-of-home
placement. Case managers were responsible for scheduling and facilitating treatment team
meetings, writing and updating treatment plans, and assuring that the appropriate referrals were
made and treatment provided.
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This section was initially restructured to pro-',ide supervision for an increasing staff, and
later new positions were created entitled Outpatient Care Coordinator (OCC). These OCCs were
responsible for managing the care of outpatient-only clients with a caseload of up to 80, and
clinical case managers assumed their previously designated function of providing case coordination
to clients at the more intensive levels of care with the caseload goal of less than 20. It was not
until this restructuring that clinical case managers, in general, had time to perform the myriad of
linkage functions with families, schools, community providers and others that had been originally
intended. By June 30, 1991, this section had 25 full-time staff members with a caseload of 1,689
clients, of which 1,613 clients were being monitored with community outpatient contract providers.

Factors Facilitating or Impeding Implementation of Service Delivery

Factors at the organizational, community, and contractual levels influenced the
implementation of the Demonstration during the period from June 1, 1990 to June 30, 1991, the
first thirteen months of service delivery. Factors that facilitated the implementation of the
Demonstration are reviewed below, followed by a discussion of factors that interfered with
implementation as planned.

A major factor that continued to enhance the implementation of the Demonstration after the
start-up period and into the initiation of service delivery was the structure of Cardinal, Inc., as a
private not-for-profit corporation. Cardinal was organized for the sole purpose of running the
Demonstration and, thus, was able to focus all of its efforts to this endeavor. This ability would
have been greatly compromised had the Demonstration, given its rapid growth, been nested within
another organization with additional areas of responsibility competing for attention and resources.
The not-for-profit status also allowed flexibility on a number of levels that would not have been as
easily accomplished in a public sector organization. As in the start-up period, it continued to be
necessary to attract qualified clinicians, and Cardinal was able to offer an attractive and flexible
benefits package. The organization also was able administratively to shift resources quickly as
needed from one area to another to meet changing demands.

The expectation of flexibility and developmental change was evident throughout the
planning process and into the first year of service delivery. This expectation permeated all levels
of the organization and resulted in an attitude, in general, of interest and challenge rather than
frustration at the multiple changes that took place in policies and procedures, staffing, program
development, and other areas. The June 1, 1990, to June 30, 1991, period continued to be a time
of flux, growth, and reorganization fa; after the first nine month start-up period was past.
Examples of the flexible use of resources included: use of contract providers to fill in the gaps
when the number of clients started increasing so rapidly, both as therapists and as intake workers;
staff from sections not yet formally operational coming to the aid of intake and case management
staff who were overwhelmed early on with requests for service; and shifting resources among
sections as roles and responsibilities were better defined.
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staff, especially evident among the section heads who were selectively recruited and participated in
many joint planning endeavors. Similarly, the executive team was viewed by those internally and
externally as working as a cohesive unit that was very supportive of the staff and their needs.
Again, the importance of the shared philosophy about treatment in a continuum of care provided
not only an incentive for staff members to move from distant places to join the team but to
persevere in the face of heavy caseloads and long hours during this initial phase of service
delivery.

The coordination of services at the individual client level was also viewed by staff members
as invaluable in implementing a continuum of care that truly individualized care. Formal treatment
team meetings, section staffings, and meetings with community providers and schools all provided
opportunities for information sharing and decision making. The treatment teams also carried the
authority to procure the recommended service.

Resources available to the Demonstration continued to be evident past the start-up period
and well into the service delivery period. The cost-reimbursement contract allowed the continued
renegotiation by MH/DD/SAS of funds when justified by the increasing demand for services. The
State of North Carolina provided funds for an operating advance, at the two million dollar level by
this reporting period. Qualified and well paid staff, training resources, outside expert consultation,
new facilities, and availability of needed supplies were all examples of the level of resources
available. The MHIDD/SAS staff was available for dealing directly with HSC, providing
oversight to keep the Demonstration on track, facilitating licensing and certification processes, and
contributing other administrative support. Although the executive team in concert with
MH/DD/SAS became increasingly sensitized to cost containment issues toward the end of this
period, staff members at the section head level and below experienced access to needed resources
for staff or clients during this time period.

Finally, two important buffers were present to allow those at Rumbaugh to focus on clinical
service delivery issues and protect them from the growing consternation of the Army HSC at costs
that exceeded original projections. Both the MH/DD/SAS and the WACH members of the Project
Oversight Committee played this role. As the contractor, MH/DD/SAS negotiated with HSC for
more funds. As the client load increased, MH/DD/SAS was supportive by negotiating almost
constantly for more resources. As the Army responded with requests for justification,
MH/DD/SAS served as the mechanism for obtaining needed information not only from Rumbaugh
but from other national experts. Similarly, MH/DD/SAS acted as an advocate for the program by
directly approaching Congress to appropriate additional funds for the Demonstration. In the same
vein, the WACH members of the POC acted as both intermediary between the Army HSC and
Rumbaugh and translator in many instances, helping each to understand the concerns and reality of
the other. The initial group of POC members, including both WACH and Rumbaugh staff, had
helped to develop the Demonstration project by their involvement during the past several years,
participated in many joint problem solving activities, and appeared invested in seeing the
Demonstration follow through with original plans.

Several key factors, however, also emerged as barriers to successful implementation of the
Demonstration as planned. As has been evident throughout this chapter section, the high volume
of clients presenting for service on June 1, 1990, and beyond continued to pose difficulties for the
implementation of the Demonstration throughout the thirteen month period in a variety of ways.
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The three- to four-fold demand for services over what was anticipated strained clinical services in
every component, overwhelmed the staff members, overran the facilities, and tripled the expected
cost of the project during this one year period. An extensive amount of time at the Rumbaugh,
MH/DD/SAS and Army HSC levels was required to project revised costs, develop an updated
budget, and negotiate for these revisions.

The reasons for the significant increase in client load over the number that predicted was
the source of much discussion. Several factors emerged: (a) the initial figures furnished by
OCHAMPUS, showing approximately 150 children in treatment in the Fort Bragg catchment area
during early 1990, were incomplete, with the actual number presenting for transition services being
almost 300; (b) the eligible population in the WACH catchment area had increased approximately
18.3% to 41,600 dependents under age 18 from the initial estimate of 36,000 made in early 1989;
(c) the opening of a new service in an area formerly lacking in the range of services provided the
opportunity for those previously in need but unable to access services to suddenly present for
services; and (d) the elimination by HSC of the annual deductible and co-payment requirement
appeared to lessen the barriers to accessing care. Desert Storm and Desert Shield deployment was
heavy from Fort Bragg and appeared to result in serious psychological effects on parents and
guardians who were overwhelmed with the fear of losing their significant other, and this parental
stress increased the instability in the children. Although Desert Storm was initially believed to
cause additional increase in the client load, the service request pattern subsequent to this time
period has shown similar high level of requests, so no direct Desert Storm effect has been
demonstrated. However, deployment of the pediatric, family practice, and psychiatric staff from
WACH did appear to increase referrals to Rumbaugh that may have previously been handled at
WACH.

The increased numbers of clinically diagnosable children who presented for services
appeared primarily to be those for whom the less intensive services were recommended. Of the
total 2,470 clients served during the June 1, 1990, to June 30, 1991, period, 1,613 (65%) were
being followed by contract providers for outpatient-only services and an additional 228 (9%) had
been served by the Rumbaugh Outpatient Services program. The review mechanisms that had
been planned originally for a caseload of predominantly seriously emotionally disturbed children
became burdensome when applied to this population. Contract negotiation with the Army was
required in order to relieve Rumbaugh of frequent reviews of this population and reformulate case
management for this population to be conducted by Outpatient Care Coordinators, allowing a
caseload of up to 80 outpatient-only clients.

The quick expansion of services in addition to the difficulty in initiating alternative services
that were not part of the mental health "mainstream" such as day treatment, residential services,
and case management, posed a related impediment to successful implementation of the
Demonstration as planned. Although specified in the contract as providing a full continuum of
care for the population, Rumbaugh had developed a plan for staggering the services into operation
based on the budget negotiation process with the Army. Need for intermediary services between
outpatient and inpatient care, however, was felt immediately and in great numbers. The "planful"
implementation of these components was, instead, forced to rush ahead. Recruitment, -hiring, and
training of staff was involved in large scale. In the interim, the Intake Assessment and Case
Management sections were overwhelmed. These two components could not develop waiting lists
until staff members and service slots became available, but instead continually had to serve clients.
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Frustration developed between the sections, especially at the level of staff members with clinical
caseloads, and communication problems were reported during this time of significant expansion
and change.

Probably exacerbated by the increase in client numbers but inherent in the continuum
concept were problems regarding role ambiguity, continuity of care, and family involvement.
With children and adolescents involved in multiple levels of care, different staff members with
different roles all interacted with the child and/or family on a regular basis. Clinical
responsibilities became blurred at times, and keeping all those involved informed was a task
delegated to the afready overwhelmed clinical case managers. When clients changed from one
level of care to another, for instance from a group home to Outpatient Services, the primary
therapist switched because staff operated within sections organizationally. Communications with
family members could and did take place by staff members from several sections as well as case
managers; some families reported confusion and frustration over the complexity of the system and
concern that they were being overwhelmed with requests to be involved in multiple activities each
week. Treatment team meetings offered the opportunity to deal with these issues on an individual
case basis, while section heads met together to smooth out operations at the system level. These
types of problems, however, are endemic with a system as complex as the Demonstration.
Although formal documentation does not suggest these problems were anticipated, they were
recognized and procedures (e.g., section quality improvement studies) were initiated to address
them, in part.

Finally, the relationship between the Army and the Demonstration appeared to become
more and more strained over the course of this thirteen month period. Although rising costs
remained at the center of the discussions, increasing surveillance activities resulted in demands that
would likely increase costs further. Relatively unfamiliar with contracting for services such as
those provided by the Demonstration, the Army required documentation and monitoring to an
extent greater than that of usual clinical practice. Although concerns about the clinical record
system appeared to be worked out by June 30, 1991, difficulties implementing the quality
assurance program as specified by the Army continued to be a problem. MH/DD/SAS was put in
the position of challenging reports generated about the Demonstration by the Army Office of the
Surgeon General and USAHCSCIA. The POC, set up to play an intermediary role, was not given
any additional time or resources devoted to that role. The members from WACH had conflicts
with other job duties to which responsibility for the Demonstration had been added. As this time
period closed, the WACH members of the POC were reconstituted as a result of job moves. New
members were awaiting POC orientation as June, 1991, closed.

The issues raised during this first period of service delivery of the Fort Bragg Child and
Adolescent Mental Health Demonstration will continue to play out as the second year of service
delivery unfolds and will be described in subsequent sections.
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APPENDIX C

STATEMENT OF WORK



11R CTIN/ IUCL

WI. UNSEAL.

.I.I. OWN OF uMM. Use Fort Orm Muat al sth bamnwtratiý Is an
i1MV vetv epp eech for prvdi e qality meeltl hewlth services to children
ad adeloseents. ROM-MI n

reiding wIdolIn a U0F!Q ---- odwf Fort oreegaiteld the Cstchmos Weir
Idsntif led by site Oaks. Aftan1 I berets ts the Sip cOde listing fee the

LI.1.. C1TIa:A. liental health di aymeatic ond trteament servies will be ~ )(* ..
dotlvered toci tdailsnedeteascts from birth to their eighteenth ble thdoy whie ST r-
wre residing in the "er grMg catces -n wre*, whe we not legally

'A emanipated, wbe awe in need of mental health serviges as determined bye a)8S &

ý%Pdiagnosis of 8menta disowrder as determined by DNM-il-4, and

S skiltdrenvadolesconta whew@I troneit Van need drevi wiy eveiwilen.

Children I& e CPMMMiitoe benef iciaries srd awe in tCommt and
cmitm ri orf over evaluation shall he provided services to stabilize their

* e~CI.Li. All children meting eligibility criteria are to receive Mlt(~
Srequired mental health ser vime throtih this closed system dmemontration. All

C services provided to eligible ehildrenj'dsleucets w Ill mnelin services to \"
parents that wre necessary tosqw the chitd/adoloesent~s treatmnt at no,

0 cat tofam;I is tor Cs CJWWUSontfactor shallI ensure that feelaIes$m con )
C AwffsoI treat~ment Wd that uncsayjptta eanmlt

P.1E. SONN. The centimeter sho[all ewe that ohere we sufficient
V staffI to preperty perform this contract ad meneg thet health aervies system.

at a sinima, the contractor shall onwue that there Is a physician, heard
certified wr eligible as a child psychiatrist, as the medical director, the
gliniest director shal be a Ilces--- child psychologist, a project mange, -a
site meneger and cler"ical nd administrative staff. the centractoo ehall
cotoy. contract with, or sign agreements with, previders or organiinatiins the
will. otain or furnish providers to provide medically necessary aid

* psychologically necessary clinical ser vices to the patients covered uade this
conract. Providers of diagiusatic end treattmet services shellI meet toe..

following PWroqirnns:
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C.1.3.1. Pfiysicions A physician is a Doctor of Medicine IP.3.) or s*Doctor
of Catemoathy (D.C.) whe has comleted reidency reopuirmens ord Is board
eligible In his~he field, and licensed to practice in the state of North
Carol ine.

C.1.3.. fsychistristt A psychiatrist ehall be a physician Ase has comleted
residency requirnmmto od Is beard eligible or beard certifiled In Psychiatry
and shall be li cened to practice to the state of Nerth Carelina.

t.i.3.3. Child IsYchlstrists A child paychistrietshtehl be a0"gyicion, base
eligible or boar certifiled in Ch1ild Psychiatry and shalI be licensed to
practice Ini the *tate of berth Carolins.

C.1.3.4. Child Psychologists This specialist shall wiWt-he requireinnt in
Nerth Carolina for a Practicing Psychologist and have the credontfialng
requirements recomrided W~ the Americani Psychological Isswoitien. These
practitionters shall hove epeciettited case wort in child developent.
psychopathology. ard developmental disabilities, psychotherapy techniques with
chilIdren, ard psychological assessment techniques wi th chi ldren, youath and
families; experiential training In treatmnt and-assessimmt of children and
families fram different rocial backgrounds and sociat-scnoice status In a
variety of clinical settings; specialized research contributing to an

(Wderstandine of children failies an psychological develepment.

C.1.3.5. Practicing Psychologist: This spfeialit shall hae" graduated free
an accredited clinical psychology doctoral training progries, have completed
two post-doctoral yoars of supervised diagnostic and treatmnt experionice. and
have passed the qual ifying examination of the berth Carolina State3odo .
Exainers of Practicing Psychotloists.

C.1.3.6. Examining Psychologist: This specialist "tal possess a mosterls
degree in an accredited psychology training program, be licensed, and function
wder the supervision of a Practicing Psychologist.

C.1.3.7. Clinical Social lirker*: This professieonathl meet the state
"Wrequruont for Sc~a Ws ork Clinical specialist which Includes having a
thorough knowledge of social work principles, techniques, and practices, and
their Owpl ation to complex caswok. group work arid commauity prebims;
thorough knowledge of a wide range of behviors. wid psychological problems
and the Ir treatment; thorough knowl edge of ofaml aiVOd grW dynMICS and a
wide erange of intervention techniques: considerable knuwledge of the matheds
and Principles Of casework supervision and training srd the ability to
supervise, train, or Instrut tlower-level social workers, atudents, or interns
In the Program. the ainima training and experienco, requiruints ore a
mester~s degree from an accredited school of social, wafrk mid tkree years of

'-~og Amendment 0001 C-2



Oscio 01 09 or counsel leg espaI m;e or a mosterfs doegree in. ia egnesine
field mnd fox Vwar of awls( wort or counelineg wmerlIone.

NS.-

C.1.3.8. Bum. Clinician (for dsfid/adelescont services)t This apciatlst
sheal Maee the state I Iconsurelearti fication requirements lildli leulida hving
* theoug~h knwowldge of vansingm theoes, tecwniqus, aid proct low In
cdild/adblescent mental health; considerable boutegdi of psychiatric
nursing, iusmiel practice aid administration, aid behavioral conepts oil
treatments In O daildjedalecont avanta Metlth. ib t1Iev to ask* thoroughs
detailed asesseamnt of patf ent needs and develop apprpriate solutions;
oblI Ity to di rect a&W supervise the work of *thans In the ame of specialty.
Tbe miniman edl*aean a&W expe ience required to a smoter's degree Wokd
provides the bewwledgess skills, and abilitle needed to psrfor weith in the
are of chIldiaduleocont mental. health and en year of experiemnce in this
are; or gr~a~tion fron a stat. wacrediteod School of professioaiul twainu.
and three Veere of experience Including ewo Veers in the are. of
Ofi edlstuescent mental Mthelet or en equi valent eminatfian of eucantion end
experience. The irdivi~aol shall be licensed to practice as a Registered
Murse In forth Carolina.

C.1.3.9. Substance Abac Cownselars, special, U!Uctors, ieacher-Cousmeters
a&W other Day freeatment Staff: tthese profeusienals shallt meet the Ustte\ - & ."

* ~lconeurelcortfficatien requiremenes for amptaymnt. These reqiromenes1"
~ Include a four Vear collage degree plus a master's degree md I yeaw of

N ) suervised experience In a amenata health related field. S- m'il.n, ...... 'i.
0 x equlimee spoedfic training endqotificstatn in the specialty field - teaching

of ae ae ng*hs providers shall funtion eider weekly
NwervIeinap s~enir level clineicins Cew1L)/f//b* S

C.1J.3.1. other iedivfdAel Professional, Providers. The services of slarria
aid Family Therapists Pastoral Counselors, aid Rental Nealeli Counselors shat
he used only If the patient to referred by a physician for the tres~tow of
medically diagnosed disease or disowrde. ad the physician to involved In
oifitering the patient#* ongoing care. The merriage wid family cmelot,
pastoral cawselor or mental health camselor hwall certify written

cw'm stictin has been mode or will be meda to the referring physician of the
results of the tresatmet. Such communications shall be meuk at the aid of the
treatemet or eare frequently, If required by the referring physician. Renata
heolth counselors, fester car* parents, aid others paticipating in this
community based project me providers, caretakers ard sormbers of the

Generac Gegr alternative living treatment toon oid in other levels of care

'~shall be trained and core ifed ne required by the state of Naro Carol in.ao I
competent to participate in this project. The contractor shall ensure dtha"

* precedires or rogulte lne used to accomlish ticeaming and training
requirements for these Individals conform with curn ttstatutes. t~boe".
alternative providers shallibe ude physicels"uiparwiso. (A
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C.IJ.11. for the povsso of this contract, CNDJW-wiutharlsed Institutioal
providers. provider erLs (macreditod by the Joint Coinasien an .... .. .

Accreditatian of UMeltheare Crenizati. 4, a app opete) and IIdfvfI&.
providers inctid these twe we ar t Ified or hlcmsed by the State of Nerth
Carolina nd eantracted to provide services unidar thle dosostrotien. The
eentractor saltI provide resuin un staff qmlifiootiwu for &ey prelect
porat or al a detailed staffIng plan (uabers.eof vwa.us staff positions,
description (by positien) of ditie, rtom"Mli'tifs. supervisio and
spmrvisar responsibiities, chmrts, oct.) onelg wit his I prp I.

C.1.3.12. CITCTR POSONIL. AtI po sui per foi-ng ud•r this eentract-
shaltl reinin ps sonot of the contractor or subcntractor andtrd t pIersamt of
the Goverviann.

C.1.3.13. CWTRACTMOS UtEIlMiTATt. Within 10 caoladar doys after
contract award, the cantractor shall provide in writing, the nora and tocalc

"phere m r of an Indiviuml to act as his representative the mitt be
respmw •be for overall coordinatio and lqplomitatien of services tethe .
contracting officer and Co.

C.1.3.14, COUCT ON TUE IMASIAATIN. The contrector'. pebosrnnl mltt lnt
be pormftted an the Instalot fen If their proes is considered detrimntal
to the security of the Installatlan. The Geverroant reserves the right to
require ream l from the job site of any contract perseonnl the eno.ngen:

( persons or property, whose continued saploewnt is incanlstent with the
interest of military security or who Is fouid to be Incapacitated or uds -Ite--.
Influence of elcohol, drues or other suIbtaces. ImvaL of persannel for
causa does not reltive the controctor of the requirmint to perform services
opecified herein.

C.I.4. EIOCEPT OF OPIEUTIS - -

" - 1.1.4.1. The p ad ouxatration shall hoa three distinct organizatinal
* . sumonts: "

C.I.4.1.1. Overall resw Iblity for project innge t which haSIl b-..
mintained In 0/MISAS State Office, Including planngng, project funding.
dote nonagvexnt, monitoring, aI quality assurance.

C.1.4.1.2. an Independent evaluation capnent shalt be established through a
contract between Vaidarbitt University and the state of worth Careliva. I
C.1.4.1.3. A direct service caonent sheltl e established through a
subcontract with the Area Progras Authoriy. WM/M/SAM has a relationship
defined by State statute with the Area Prog•e•. which is an entity of local 1
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.1cA -cA

C.1.4.2. Entry ltt the -y: aildoveealmesec omelt Wassr th .(X
GIVieso systom, in wassedo - with stats and federal PeqAlfinnt.

ký C.1.4.3. The servicee provided shalt be based wona thoreugh diaumtic*
study teeding to an individualized treatent plan for ashc child. ubspro~mis ~ 1~ (L

fof entry lnto the system to Critical,';qeria h ieEn ~ ~ '~4J
prefaessianal skiIll to daetermino sethe'r or net serVices we actually eee

ribnd If so. that specific Services ore m & j2.iAe LW, i

-\h V;rý C.14.4. Fr none mairgency ewe., diagnostic services sheII_- AL (A
'?its #oI. egnwtia ~ o fleWlag tho-!eqdSt org far Services.

its *C $Soroo to child li fI shal .muentas eia seeas aninterim -3

T ern, p en o tsd to the f eel y a nd to others si n e n n t e s iid aT l
ecological syaste, and lmpleete. The A dIaM ee1* studv ehaW beI *6 within t
the week of refeirrl ad shal be comleted wd reviewed by the Tres -toT

4A 1:z'twe weko es$)th treetmem plan a w i s berevieed and hmeati leIfhnr
necssay, y te TeatentTeam. The tresatmen pion will be Implemented

Immditel: Abth full treatent pion will be completed within 72 heurs of
/Y- L to weksfollowing campletfon of the plan. Thusa, the process free referral

to fullt Ie~manitatf an of the treatm -- t plan might take an average of twes*-
weeks. Owting this time period, the child and family shalt recoive regular
soerces as clinically determined or at intervals ewaistent with the
patient's physical and mental health status.. For treatment plans that take
longer to Implement, It is imprtant to recognize that not only eight the
diagnostic process be complex, but cinasity based treatment may require
considerable plarfiag and negotiation with professionals in other systems to- -
obtain relevant informat ion ard to establish scceptame of the treagtmet plan..
and willingness to assist with implsmentation. Documentation of empWmtlw

pr,- for Increased tie. shelt he edg.. co jit 'k'(4' r

SC-1.4-5 1110ie arw d urgent services shl het available oen 24-houra has
$ites for the previson of Sasrgency servoice$ shell be located at Fort Iramo s.

oll the Ares Programs () In the Fort erag catcihant si~ -an t other wftes
to be determined by need. A 24-hour telepheiw service shall pr-avide crisis.
counseling and direction to the nearest omerOVrwY site. Transportatien shalt-:
he provided as defined in the apprved transportat ion plan. Assesna shalt
he provided within two hours of the request, and immediate treatment shall he Kv~ 't .
Provided, if needed - Wben the dslildefslescaft con he stabilized, diagnesttc A,% f" '-

MMP8 o dIs balm ..4thin 24-haars: doing wid upon of the
diagnostic assessmon. tramnt srieullhpovdedim ditlae
infteri2meassure. Matilt the fullI treatment plan is Implemented as described
01bove1 TO assure that a thorough diagnostic assessment Is gode, the it~
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I.

diagnostic proceas &W rosu.ltina treatment plan, both of which are afitadtd ?,,,
shell be ued allow.ig for onitofrig •fo comleteness. ?TM fie t fs t f ." I
%he dIagnosti.f eee shllbeseItted to the PAINandvarthiv glntreCtiew
" 'rfflw fer, aPp@Vl uittlhis 10 doys after. untifet awd. d t S c•i|'-fr

C.1.4.6. Tha treetuet system shlat be besed en the assessd treatme n edo
Of each cl iont. A central chawacterlotic of the system Amy be bes t def Ined as
the Capacity to wraIP Indivldualized oervIces wroud each etiont, rather then (
fit the cent into an existing set of prorm compoenets. This System tre a te
around each child'& clinical node mat be dipomf allowing for hnge - "

resulting from treatment Impact and other factors such as dwovloptat
chatns or changes related to the schoot year. f torts to be wad as .

guidence in determining levels of care ahell be developed and previded to the
gAministrattve Co.tracting Officer for approval, within 150 caleondr day af;ter '-' (

, C contract aard.

C.I.?. Intake/assesIamnts A thorough diagnostic eseman ehalt|l 2e
-completed for e&Ac client. Highty trained professioneasalst" eoveutwot th
treatment needs of each Client. lbrotim the ewasem-egeor, Iswt will be
obtained from ethers signIf ceant to thw Individul tclientg suAN as hi61,j +1~Steacher, court ewstor. andor protectle sevce worker a •w l •o )e

the difagetifeion. Ivean thoug these professi•nets do uit provide medicat of*
* psychological servicos their role In Oth child's life fit Significant;-..;.....

therefore their observations of the Child, their pale for the child, and
Interactfons with the Child end family maut be samoedered. A coordinated
Seppoech Is Important to the Succss of treatment. The professionals
perticipeting In the "sesswet &halt met with the Treatment lown Mn W,
together design the treatment plan. The eme Tm hilltI be comoed of all .at
child psychiatrist, a doctoral 1Iel practicing child p•yctlgist, and the "\*-- - A "A "
eiperviers of service Componants, he wre fully qjAtIf fad mIntel health
professionals. Either the child psychlitriet or child psychologist will heed
the Treatment lwm but beth shell participate In tke review of treatmnt
piaeno.

C.1.4.8.1 Hnwemergenicy referrals wilt receive services within one w1e904" *

during which time backgrourd data shalt begin to be collected. It Is .. ,
essential to propr diatmosiG that historical dat and ltdites of Current
fumetioning be obtained from Schools,' physiMians, courts, family, ard others.
Involved with the client. For emergency situatimns and walk-Ins, Servicas
will be provided within two hours or sooner, if meded. Pace to face
ea Oeflcy services shall be avotiabte en a 24-hour baise.

CA.4.9. At the .ergency facility, Initial asssosmants, brief history, md.).. 4. " -
etatement of presentin problem will be completed imdiately, by a senior '
level clinician. Emere4nr y services, crisis stablizlation shall be provided nee. -

4wnedlatetyif required. lack-up megoncy servicce. hall beavalable,see
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ndLThe detuerm~ntim ahell be mad se to Wahebmr MWVWY t--eem
shalt be provide at the site, whethe an Inbemw worter dshat a y the v.do
family home or whether an Wholsion toea hospital, or ether setting is

C.1A.4.1. Uetowin stabilization, the diau'astic stuilywill proemed
Immediaely if indicated er within the week if the smrgency nature of the i

ofitustion is resolved. The diagnostic study wil tadess atll f 1we Anes of
MMU1III2. Every uhhld/adinleecua ehell receive an assessment which shell
Inclnde a clinical Interview of the chiltd and perw (s); a review of I
eduaetioail, social,. polsholegicel. Intellectual. ad I intepeonel
Me atoening: devel I , ate kistorry physictassesmenmt relevant to c

perceived mental, health problems; assopment of stresses, and level of ' &

N> w feetn to the. a global asessenet of funictioning; formiltion of a l,"
/clinical diewissis; a statesn of treetment Sieats; an individisllied VJ

Oftreetoast plan. ~eegusau.k epoe as h ievse f~
111Nadcal firector of the demontration by senior level oliniciwse. A ~41an tile'

.- ~ ahal c~ete hq7  ilsiisips i Other dieciptims willpstfse.a I
rewJired.Qp ir I iti owu - ... esd by the TreetmntTo. \ f*

C.2. KEFlu1YTsh/Au8ME1ATomuS/AC1uym= CP~
leneffciav - A paerso who is the depene~nt of an active daty service aee
or reti ree and retiroeeas def ined by O00 instructiean 6010.6-1 whmo arem..
authorized medical hanef its, In a militay treesn facility or from civiUian..Ssur~cee as government epne

Capi tat Equipment - Mon expuendale fteme of equipnt hmaving a value of Ig100
or moe far nmn-modicel items, medical equipment with a value of S2M. or...
awre and furniture with a value of 1300 or we. .

Case Nonage - An individ~tmom Wepnme for cmedinoting and monitoring
treatment provided.

CNAMUS - Civilian Nealth and Nedical Program of the Uniformed fervices. This
is a benefits program authorized by Congress to provide medcal end
psychological services necessary to authorized bnef iciaries.

MOMW Claim - A specified format for the bitting ad pamewnt for medical
services payable by the COMMU and billed an a CIMWU foru1100, UClA Form
1500 or Us 82. 3:5;

Collateral Visits -lassiens with the patient's family or siuiificent others
for the purpose of information gathering or iapleiniting trestment goals.

Compnent - part ion of the manged care systan whmere services are
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proided (i.e. e bin, out-patient tresona).

centrwWse- State of North Carel Ira, DeparUst Of *A. ftbOA4

URNS - Defense Eligibility Vvetl In Systua. a cownerhed symotme Widm
mintoins current eligibility status fer sit health bonf its bon icieries.

M63- isiawisticiRelated Grow. A systes faaresropi. patients by the --

severity of their itll,.., diewusis, copleations, a, etc.

Fiscal Interdioefry(Fi) An orgenization under contract with aCiwj1PS to
process civilian meidical claim undr the COMM.

Ft Bragn Catehment Aream A gerogrphc arm armai Fert Ireian . ich is
defined by thoses alp code hamaidaries located in an appronimoet 40 mile radium
of omock Army Cossunity leepital.

aeverrment -U.S. Government '
wanimid Care - A proems whereby a third party directs patient aseems to end
uatilization of health cama.

Pareont- Refer to time biological parent, legol gardian or togotly appaitad
faster parent mwho is reaponsibia for the chii des welfare and safety.

( ~~Provider(s) - Iidivid~mlC*) licensed or certified te provide medictalnmd-
psychological treetowt.

*At ity Assurance - Those actions taken by the Sovrwentw to hAc Aservices to.
determsine that they mea the requirements of the Statersnt of Work and
reooiroments of the Joint Cinissien en Accreditatien of 11sasthcare
Srganizatien, U9.S. Army Health Services Cominmd, and frnldivit~hoshpital 's
meidical staff qaality assurance mid risk ouin regn

Sponia An active dify smbeia or retiree, or deceased active dity mofer or
retiree of a tatiformed service.

Treatment Towe- A miltidisciptinery healthcare teas which dew wad
monitors patient progress, in a plan of treatont which is specific for that
patient'* diaumsis and treatment nes

WCN - Womack Army Caonunty Hfospta

no - Health Servies CoNnwd

0-09-C-0013 p00002 -



IN - Sm m of Defuse

M Contacting Officaers ampreontatiw

INV - Statemit of Mark

PU. -Prop for the ma.ea--.d

LaM - Joint Comisasin in Accreditation of Isalthoae iOrgenizationm

WF - Nedical Treatmnt facility

6 - nlpr•ly control

Y -*fiscal Towl

SEA .- Drug nfeorcmnt Agency

C.3. SMOVENIUT RMNhShE FACILITIES AM SERVICES. I~t of c

C.-1 FAIIIS Duringe n he h ew fprfrewe ti otrc h

on-tractor, Contractors* persomel or the asucmntractor simall have the se of

0desipated spaec waft availabsle at Fort Bra. for performing Intale, inirtit.
F( asssments or treatment lenos".

C.3.2. IERVCES. The goveremont shall furnish wW i nstall at @mesmant
cinse a Fill I terminal in the contractor's primay facility. This will be
aecoepished within 12 months of contract oued.

C.4. CWITUACTIS FAIILUTED PUPURIT

C.4.1. - When occuipying gave mnen furnished facilities, the contractor shall

, provide all desis. tales, telepones. etc necessary to fictiofn properly.

The contractor shall provide r toag for his ployes working on
SgI e r " trinstallation. d.

C.4.3. The contractor shal Insfure that each phyicion providing mod14a
servicessimder this contract has a ner sta containing his/her n-.e...44  Paoo

This stamp will he placed an all frm W
documentation having the physiciun l d signature.

f"wI*e : John J. Jones, t0
A MA
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'SC.S. MIFlC TAm/IVIUMS.

C.S.I. Tfe follouwing potiau ewe mvsorm Anti be lowide sal paid for by
Useeanreeor a~ Uss o~re.(eriosvimC.S.I.I. thrint CJ.1.10 Mo

acurrntly OIMUJS authoriued minvices).

C.;.1.1. nop tient or fipatian serviess In CawWa outherized gmrwa or

" pov uisfatric h ospift als, Re idw nisti Tresowit Centers, or ope ia lized treate nt

cS..Prfsorlservices r.idred In the di asmis or tromomwit of a
Coveae sonte di sorder by qatelif fed pmovd... irncilf sel ~pe istrists;'
p.yuisim. e clinicl. p.lsas.oreffioed pryhstis nuse spaiasl lots or

l c cli .'.9iek-mbevor v d*sessffatr o

directive 6010.8-2. - '~ 0 -1 OtA5

C.S.1.3. IndrfA t psyhotherap

SC.S.I.S. Foonlly or canjeint psdwhtheropv

C.S .6.. Psyehslogical testle ad asessoeant

pC.S.1.7. Admnistration of pwoAetroPl. *ws

C.S.1.B. collateral visit&.

C.S.1.9. Medical vvetmtion udltestinsg requirede to os.m the pedats.....

C.S.l.10. Ancillary theropiee osuch as rt, safie, A-me, oceusetiornl usd1t
be useod Wdan proswlibed by Use ottordins provider in man pproe t setwlt

q'7 C.S.1.13. Alternotive foolly living arrausmwK*: Thowse ervieso slist. be
provided ins aIcornod horn with apecially trained staff. Trostimn of
patients frotthis erwirorman will include foally irwvelvant.
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C.S1.4.. tiel Group Living: These am v on s*011 be proide insa
Community residenial setting Moved md .WWVIee b' amiffied ,;_

1PPSMd1!Z5. Wtie servimn Involve residential pi acmw. u review off
".Plsmmus "t e nd 4 a r~ar~o (14 doy) bat aw am no

Sthe, iQreemes "t *11 wlin theso emue monthly. -'k--- neV tIE f

C-5.I1.. Crisis stablifution of 7 or femur days in a quslified mid.*
(pree~inelly wpsrvised ulenvinnut. - 'sJ4,1t,-

C.5.1.16. Mun-Ockard Therapeutic com my be evailable for children over the
so of 6 In a state teme I ew* r eart Ifiled cge.

C.S.1.17. Wlldervuss C-: This servicemy, bowmde available for children
evr the age of 6. Trausporteti on shell be provided for visitations* if
mfeded, for the client and for the family. if these services wre provided int
the Wokrd WI Iderness Cominj Presume they iii t t be provided at noeast to
the gevenimnt .

C.5.1.18. Day treatmet -4dd ()i.cL

$C.S.1.19. In-hown services bylcne d or certifiled profesaionesl..

C.S. 1.20. 'ileeasmn owl p souptive serviase shotlI be provided by the
centruetor. -Asssan~ts shall include tests and consultat lons required to
establish a definitive diagnasis. ~K -

( C.S.1.21. Partial hospitalization

C.S.1.22. T oeWupratfon. The contractor shell deveop criteria which
assesses petilent Peeds for transportation to the veriomn treeutm, settings
endor care provided outside the catdhmnt ame. These criteria shall be,-
besed en clinical and social-ec-w-ic need. Providing tranportation-seha4
net be based en patient desire or wmllittueoas to drive or we public.....
transportat ion. Mee Attch 5 hereto.
0.:5.1. z A#4- (ZsAu& rv4,ii dE~A
C.5.2. $MImvCE$ E2ICLLIME: ?4jj ID

C....Services whmich are statutorily the responsibility of the state C L r
-,eerlgoenmn to provide shall be excluded from this contract. -

C.S.2.2. Services, to provide diagnostic assessment ordered by the courts to
determine alternative court dispositions.

C.S.Z.3. services to certififed wels of the 111. W.0 clas are, excluded
under this contract, with the exception of class membs who reside on
federal tend mA ido are rot Included in; .2.5 Lwd C.S.2.6.
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C.S.L&. Service provide to OWPW beneficiaries who arls wsoled-ia w

am eigible for the aWwUS Progrm fer One Nodicaped (ff1) shell be
mmlsde from this "Itwitt.

C.5.2.S. Servises to CUMWU bowsficieriee with the folltueqn SUI-II.R
disieves will he excluded utmlm accompanied bypdAiks og~~j ehe .
non-excisi-AmIs 11 dagoial-mentat retardatin. inlulding wild, inderate,
mal p~a fridu -apecififed mental retardation, spellfic devolopbntal

(disorders, netulding acaedmic skills dieeudsrs le(ngumies wd speech dimasordr
and motor skillto deves t .

C.S.2.6. Goivcen that wre the *Wsminibletifty of scheol s"wto wil InIet be
cowered by this contract. These include dfapestic assesemmt ferloaedomic
placment/cationot plaming. IN~e guidene.fptsc mt in school programs
or claesses for exceptioeta stuednts or any ether placement service net rotated
to, diagnosis er treatment for menta health preh~lo.

C.S.3. The contractor shellI provide a centrally meged poopw mbimi
coordinates &ll care and troatment provided Nd/or prescribed for patients 4
using tile "Mpracteroser mvics$ system. CV.-,.&,4w .v I 4 . a. c.~CJ*~

C.5.3. I. fMANGE CARE. The contractor sha l provide case oinesgers who. shall
ki respl tbe for patient wecs to and utiliztiotn of the centracter s

( YinW- patients to enter medor e hibtuseel the Various leVels Of care
and/or treatment settingse. The case --m"ng is wepmnsible for monitoring.

%P ~treatment plaanwd for corinating the activities g the treatmet tamVA .U

mo e neger shall be indiviuets afte alrel 1 Iwo. M, PhD
Polhologists, or Mcist eduatien Teaches or 9OW4eiqmif Iled smut ....
health pro foesamms wd shaf1 he oe vm~svod by the Clinicas :iretsr.

C.S.3.2. TREATIMT TEAM., The "amee t Tea shall be a maltldiaciplfnay d j I.
ton carosed of the supirvisors of outpot lent services, day treamentw

4services. case management services an eidential servicoo; both a child- el
psychiatrist andaitd~ h it t ean the Treatment Tewn, as weatt~d~-Q

ýjas other necessary profesional and nan-professiaial pesomla ejrd .- ~~
The treatment teons shall hi responsiblie for the final development and appova I 4 ~4"-
of a treetowet plan. The Poql -aret for a cemplete ties~tom plen wre I~~V

[ fated under the patient mwenament ropf morme in this contract. -Caw.-. c '

C...PATIENT ANGMN.The centractor dm11t provide a case megmen

NO~V. At ~ ~ jj L\' fi D Ikv,
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syst.. end Insure sufficient documentation in trostuat records ihuch shelL
4eonrty document the assessment, progrese, end outcome of oere provided to.
patients treated under thie contract. .Mbote formats far Initial patient date..
collection shalt be furnished to the contracting office•n buthin " coaldr
days after esrd. Patients slt be an&a within the service s te t
followno miniml standords,

L.S.,.I. Intake: ,Lc -

C..41.. . "'olsis-o POO&O ,the Intake process sealt"
•ieie.ethet tnform-tmehli-ea•ten• en 6l0 ptlent" edbfitd or refered;

describes procedures for acceptlng referral from outside agel and . . .
og•eWnationsj records are kept en ell patients and reforrale; seatlstical
dote Is kept en the Intake procees; and procedres are trl|vMd for........
alternative referrals kinen en applicant Is fto"d InrwluIbte for odsaelfon.

C"', .i,,1 Methods of Intake shell be based en the services promided •nd
needs of the patient.

C.54...3. Criteria for det.ermining eligIbility shalt he clearly stated in
writing.

- C.S.4..6. Intake procedures shall Include en initial assessment of the

CJ.4.1.S.. A~ccptenca of patients for treatment shalt be bosed on Intake
proecdure results.

C.5.4.1.6. The record shalt contain the Source of ero referral. .

,S,4.l.7. The Intake process shael Insure 0h4 patient wuersterds the nature
OW Iols of the treatment peogram, houre during ,dhtici services re evaflable,..
treatment costs.

- -~ .S.4¶.S.Or iaisatier. mhich house patients overnight ar" lIcened, and/r 1J4" -
LY6O\_.-^a aertiffed *y the Stote of North CarolIne.

C.S,4.i.9. Sufficient fiformatlon shalt be obtained during the initial Intake-

""/'.. to deelop a preliminery treatment plan.

C~...Asaessments

C.S.4.2.1. Each patient shall have a complete oesessment, including clinical ......

consideration of the patient's needs and a written, coer'eheonso,
individual ilod treatment plan that It besed an the assessment of the patient's
clinical rneds.
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wu a 00 i t, - Io e ro

the drotoiet and eieplinttien of ea" peatl.w* tuesamt plan.

detection of munata health problem that we life threatening. we indicative
of soevres posemlity disorganizatien or deterioration, or mW seiosily
effect the troatmont or ruhohbilitatiem process.

C.S.4.2.4. An emotional and bshwiors emosement of each patient shall be
completed and entered In the patient record.

C.5.4.2.5. A social assmesent of each patient shall be udwsrtken ad
doc~uented in the patient record.

C.S.4.3. Troasti plans:

C.5.4.3.1. Overall dsveoip asnd ioplmentation of the treecoant plan ahall.
be assigned to an ep pr pratoe mbser of the p oeasienal staff.

C.5.4.3.2. The treatment plen shell be developed as clinical In-formatfon
becoms available end as soon as possible after the patient's adsission or
acceptance into the cmntractor's service system.

SC.S.4.3.3. WVithin,72 hems follmigade ssutesacepeswu to ow Itpstt or
residentiast treatmnt motueiMaien, w uorin seLeptiem of the Intas promsass a ýC"orw partial, hospitalization or wAtpationt tresm u a imaed wsr Of the i

*teentIr dmS 'e atrattpln asd natemet the CAMs~
-of-a atfe"op-rt ioal haleeth, mise iona statu andr .. tf
ihshavoraI status.)

C.S.4.3..l. The tremewnt plan shal reflect the patientse clinical I ando
enditf lam.

C.S.4.3.5. The treatmant plen shwall specify the services necessary to met
the patient's -eeds.

C.S.l.3.6. The treatment plan abel Inlclude referrals for eddservices
that are net provided directly by the organization.

C.S.I..3.7. The tresamntn plan shall contain specif ic got*s gulch the patient
"mt achieve to attain. maintain undfor reestablish motional ondor Omyical
health.

C.S.4.3.8. The traatmant plan shall contain apacif fc objectives that relate.
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obtes.

C.S.6J3.9. The tresnmet pion shet Im~h t e *A ervIms, activities- amd
pop plowed fee the patloo und specifies the staf sobr moigne to
work with the Patient.

C.S.I4.3.IOyahe treatment plan shell specify the feesinwy of vreste-

C.S.4.3.11 The t-vegmag plan dolhell liet te Oepasif Iacwulterito
be ant for the term~ntemton of treetment.

C.S4.3IZ.Thetreetment plan shell Include ospecfica plane for the
invsto nto f te fanify or psf tiws f hc e n h e ad patiewetnts treas.

C.S.4.. Progress note.: Progress notes shall be obje for each patient %hich
dociment the implementation of the troetiount plan, actua treatment provided.
to the patient. chronological documentation of the patient's clinical Course,

resoome to treatment and the outcome of trueett and the resopnse of
significant other to important intercurrent esta.

t, .5.4.5. Slscherge emyand after "hW shell he
entered into the pet lent's record ulttmi~~ is dfischerge or releasee
fromnCre. The samsry shal include r itsoinaesesntai::•c
diagpasi, ithe final primary and secondary diagnoses, a siummry of pertinent
ftinding* aid a final assessment Wcid trame the patient'. progress towurd
goal and objective achievement and a statemmnt of the patients condition. 0at
the time of discharge. The iscmd shall include a written aftercare plan for
cent uftsae treatment if nidand recomndations for after treslmont
a~port to the patient.

C.S.S. OSMUT? CMUM(OLC) AM 9MLITY ASSINMANCEI).

*S..The contractor shell be responsible for the quality of all
service. provided. The contractor shall establish a quaality control program
which shall monitor and evaluate aspects of care timich are Provided bV the.-
contractor's service systes. Monitoring activities shall be condected
sstouticatly and shall identiffy evaluate, aid correct problems. At a
minima the quality control plan and activities shall meat the following
criteria:

C.S.S.1.I. The progrue shall objectively and systamotically monitor and
evaluate the gjmifty and approprfitenessa of patient care. piruan oportunmities
to improve patient care and resolve identified problee.
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LS.~tZ.The O progro will be awamio to aneth itre ergiMftion ()if% J~
Incluing u simntractere.

C.S.S.t.3. PrOfesiouansd adm~inistrative staffs .1.11 moiter and vvetusto
the quaality an qwopristansesa of pdatint care end clinical performance,
resolve problemsn u i Waort Information to the governing be*ady UI M CON jc

CA.5..1.4. th~entumsetr sheltl-hr. a written plan for the qamlty sitrlt
P ofro .A w ichdsaribes the ojective, u laaitlm,*ecaps aud mocimnijsme for %~ ~overseeing the effectiveness of moitoring, evaluation aud problem solving

Amet~fee Speif ic guidelines shellt be develapsi for the documentation int
ý,U the records, and cl inical justif ications and esolstian for the use of special J L w 4"

A} ISUM Procaare such as the use of contraints. restraints. seclusion and P-ez4
S 0 k ohes. This plan (Including criteria/stuandar/formats) shall be submitted Ef4-x1 1%

Athed Co-rtrating officeer with the contractors proposal ad apprve priorA

The pe shallt meet the t!Mrsqd sectraste tice listed In the]( ~Camptert9 Consei.ttd Standards Mauesl, JCIW, I1U'

''C.S.S.1.6 Covervment Qulity Asasurane: The .svrvims wilt maiter the
contractores performace saSdr this contract using quality ---wusC
Pr csidue -ee Awo the uslty conAtr P ol prego stabl~idwd by\ the~'~~

10 * contractoru apdWproved by thecontractin of er ýtosl h..... Lc
4101oim1,11111nee III 11111cTW -toadwssi dalad -umaheabld reviow by theIL
PoetOversismt Committee. Ade~instratf ve Contracting Officer and the Wi .,

(- . derlngthe term of this contra tA J- C~.u

C.S.S.1.7 The contractor shall develop and submit to the contpacting officer a
statement of work to he used to asbcontraict with a Unilversity consortium
composed of VanderbilIt, ad Branduis Universities to coniduct an I dpnot
aveliation to determine if the menge care systom roapirs by this contractA

Is a cost effective alternative of acceptable patient care quality as compred 1"' I

evaluation such that each componnt of ame continuum of mental haslth c4
services, as listed in paragraph C.S.1, and the meage care functions are
awafned to determine if the patient's clinical cere outcomme and the costs
for services are an effective alternative to benef its received under standard
CKAJPU. The evalustor shall coniwt a cost anlysis of thve continuum of
mental health services such that determination of eost effectiveness cwrbs-
meub. The evaluation subcontract shtall rn a total of 68 continuou mmnthat,-
subject to exercise of options of the basic contract and further asubject to
thewo LavlbilI Ity of funds. The fInalt report and allt daet cotllected shal h e
delivere to thme Contracting Off icer net later than the 15th coalndar dey of
the 49th manth following def initization of this contract. This wtoract
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supports a dmonstration prjeect to test the feasibility of eapsnalon of this
program. The goverrment will ue this Inforation furnlhed by the contractor
to develop changes to the blasc CIWUS benefit. TM contractor shalt lours
that other dmt-erationftust projects shell not lIpact prgam Implementeation
or results to protect the Integrity of the evabtutien re•red herein.
Generatly accepted principles of basic reserchb shall be used as wat -e. •he .• i 0o0
we of Forts C&Vl M1 and Steoart as control aites. The Contractor shall " AD
•&Amli the epoclicatlong end research mtheidllgy to be ued to the 21.110
Contracting Officer within 90 calendar doys after 4wmS- .dLC%,. hm6pi" ,' ,-

C€.S.I.S. the contractor shett perticipate with Vmock Arqj Commnity
ilospitat (MA•) to develop a project owlelsit ecmittee. hiM csmmitteat
shall be cmrssed of representatives from t&W WN eni tractore"
eranit•ation and shalt meet a minimu of once per mnth.P/wtiwu SL -tAli'
c ttt IIinclude t or* not Ilomted to: revie' of utifllltin 1 1

r tingl frm rcpei s treated/referred toof the

recommrd changes or modifications to contractor operations to the centrecting--
off leer. The committee shell be nctludod I^ ow approevls or gineMt
procedure used by patients rAeeving service. under this contract. The
contractor "elI develop policies end procedires to be uWd by the Project
oversight Commilttee %!thin the par•tetrs outlined in this contrect and shall
deliver these poticles and procedure. to the contracting officer for approval( within "0 days of contract cword. The commifttee, shalt consist of~amwen- hC;.
wahers. The chbtrpersl Te It be pointed by the comnder, Vmock Army
omminity Nosplt*t. The rther-eipmre rresenting the goverrmot shalt.

be the Cotn •and a representative of N% liselti Services Camwd. The...
cntroc representatives shell be the project mw eger, project osite ,4
awns~r, clinfcat director and medical directe, "

C.S.6. PAYN6NT FMR SERVICES.

C.S.6.1. The contractor shall develop a uwlt cost reibursemnt system to pay
for clinical servicet not toter than 36 mnth, ofter contrect ward. The
contractor shalt waive the traditional CPIiNAI cost hohreldodactibte snd there

shatl be no i nreased coot to the government by the wfaving of this
deductible. The contractors' format for the existing cut relbursemwit .

system to include etrvice definitions and costs shall be swmltted with the
proposal to the contracting off icer nd approve prior to award. •.

C.5.6.2. Rates paid by the contractor for services shatl be the leoser of-the
CHNI prevalitni rate (or equivalent), the community teandard rate for
"oewvices not normally a CNXWS benefit, or the contractor negotiated rote.
The contractor shell furnish a rote schedule within 120 cateinor days of "
contract award and every 6 months thereafter, or within 30 clalndar days of ....
the latusilon of addition•l providers In the contractor's service system.

~ Ihffhf.A. '- /9,
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C.S..3. Isan etMsith "dcot Services. Immsentat baetch milcaI
so vicoo (for smot~e. w go V, .edf ology or laoberatory euvirows) w

ppi"the @WtaW hinth: dtianls rw ed iiweem aov dIhe

detnensionbyth CAMMf satintermediary for the of~tai reIon.
Usintal health services Include diagnostic services required to rule out
medical heels for mneta health disposes, except for that testing whgich is
required by the contractor's qua I ty assuanme ecremn for differentialo
diagnosis. which sealf be paid for by the contractor. For Inpetient Services.
If a benwficiary receives care for a medical diagnosis and a mental health
diagnosis. and the medical diagnosis is primery and reimbursable waider
CUADWUS, such claim shall be paid by the Fiscal Intermendary for the
Nfd*Atlantfc Region. if the beneficiary receives care for a medical diagnosis
and a mental health diagnosis and the medical diagnosis is either not the
primery diagnosis or is not subject to reiobursment under CNAWA OS Degotic
Rkelated Grous(DRos). except for alcohol shse related DIMS which, nc
pub I shed in the Federal, Regi ster, will be paid for by the contractor at. the.
lower of the CHAMIWU 000 rate or the contractor's publ ished fee schedule. (to
inclu~de services reodere In ORG exanot facititles), the Contractor ehatl he
responsible for hospital room and board charges based on the prisory,
diagnosis. Within 5 working days of identification, the Contractor shalf
forward to the medical fiscal intermediary a copy of the clefim, along with
informetien on any reimbursments meds for mental hwith aservices; the fiscal-
Intermediary will adjudicate the claim for iwueentat health care on the basis

( ~of the line item appopriate to the medical services provided, to include
those rendered by hospital based physicians.

C.S.6.4. "ae contractor shall establish a systom for certifying referralo of-
patients whoe oust receive care outside the contractor's services systee. This
systm shaft include a methed of identifying claim such that the F1 for the
Pid-Atlantic region can readfIly identify these claim. Patients whoe obtain
care without proper referral shall be reaWiibte for pavuent. Eltigible
beneficiaries who reside opart fres their sponsor, ad the sponsor or parn
reside in the catchient area. shall not be eligible for services unider this
contract unilon the beneficiary resides with the non-sponqr parent or is

atniga residential schoot ,thin the catchoont are. ~ .kQ .A. ~ (4~ S

C.S.6.S. lothing shall. precluds CNAIWUS eligible patients who reside outsfide
the Fort Bragg catcf-ant area from obtaining medically and paychologically
necessary treatment fron provi ders located wi thi n the Fort @ragg catchoinft.
area. These patients shall not be etlfigil for services provided wider this
contract except for normel CNWPUS benef its as listed in the OW inst~ruction
600O.8-k. Services whgich my be offered to non-catcheent are residents by.
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0 the sent ect do lt shel ben. a pce availabel.bale only. The cotracter doalt
L,,. m nt process Cg~pt claim far "wt- P s - are rMisup as part .t -,ig

contract. Pireojct fumb sheot I e wood to saver am voe to uiwol tr
chi Id advmie nwa e . I

C..66 -Corintono S its. The ontractor isl prinvjpy a syste fo 'C

MW am vias 'or health ploenxeo~pt Nedicaid)t. the intent that the servies or S-j 17-m ,3 +
a&'y; also a benef it wise thes ethe plus. Poýeite'e1iie
6t, ONIMboy usd -. MW mema

0rtam nl psyments received through osed notion of benf its. UNotthly
bitting to the governiuent will be reduced by te amount received frau the lov
coordinatia of boweffts. Covl% w sIJ 44 A/O

C.SA.6..1. Emclsmione. CorInation of benefits shall net be accomplished In J
cernnction with Mledicald. coerag designed to supplemnt CNIWWUS benefits.
entftlement to receive cawe free Wes entitlemunt to receive care fri.
Vetearns Adelnistretion Nedical Care Facilities, or certain federal government.
pregrin, as presribed by the Director, OCNAMUS, which are designed to
provide benefits to a distinct beneficary population ond for which
entitiimnt does net derive free either premium pepont or antr

* contribution.

C.S.6.6.2. CNIVUSadw N edicare. In situtiiamn involving dspsrdsontsof..
( active duty service memers eligible for Medicare, Mledicare is always priory

payer. Retirees, dspendenta of retirees end survivos entitled to Medicare,
Part A. are ineligible for asu4us.

C.5.6.6.3. Subroegtion. There w ill be no eshbrgetion rights accruing. to.
eithe the Coantractor or to the Goveninnt. Oubrogstion requares thwt a party.-
is authorized or required by I.. to furnish or pay for medical. toosemnt for.a
person who Is injured under e cira taintes creating a tort IshI of .ity In sow
third per son to pay 1- -- for that care, the authorized party has the right
to recover from the third parson the reasonabel value of that eare and........-
treatment furnished or to be furnished. See CNNVIUS reguletien, OW 6010.8.k,
Chapter 12. Pacagraph E.I. sine this right does accrue to the OUnted states
Government the United States Government renounsces this right in contracting
for the onunta health services deliverend er this contract to the
Contractor, who is not an agmIt of the Governmet. The contractor, lacking
ageneyS connst therefore mzerciese the right of the OUnted states Goverrnmet.

C.5.6.7. The contractor doalt esatblish a system to verify eligibility of
patients eaisr the Defense Eligibility Enrollment System (OURS). go prlant
shall be oade to any provider wuless the patient is eligible to receive

( 10-59-C-W013 p00002 C-19
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p. ooffice, the contractor "Ial verify iwtheach~ patiew nt ovr 0vsr
old has a vatid 0 ern 1173. Privilege Cardain tha etabihedsooro o

of patients Amids I0 yn eld hoe" a waitE millitary idontificatfe" card or SO
Form 1173, Prf A loge Card. The conractor shellt veri fy throug OEM by
eeordinadion with U.S. -1ck Army goopital Fort fro, the eligibility of
patients prior to services being provi ded. (Tegovernmen shallt not be
rospoisible for powsin of service. far non-CNAWW eligible potisntw. 1) S,-40

C.S.7. AWIALS AN GRIEVANCES.

C.S.7.1. Chapter 10 Comliance. The catrector shall compy with the
reqilrnnts for appels sanda Ch 10sof the CIWUS nepAletion OU 6010.8-2C32
CPR 19",10). The contractor shall provide to the contracting officer a plan
for implementing appeals/grfaevnce procedures.

C.5.7.2. The contractor shall develop aiwd submit to the contracting officear
procedures to be used for appeals and grievances bV potionts using or refered.
to the contractor's serice system. This piece"s shalt be cmmsiicated to
prospective patients and be included in the contracto's maketing pilon. The
propeArI shall define appealable issues so those orising from on adverse J1C it
initial determination by the contractor for benefIts provided under this.----
contract. Appealable issues shall rot include a challenge of the propriety,

* equity or legality of any provision of tow or regulation, and the following:
*1. 0enial of Issuance of.a nonavailability statumsnt; 2. daniel of

prmauthorlzatfmns to obtain care; and 3. denial of authorization to seek
care outsde the catchownt area. The procedere shall insure that there is an

( initial notification made to the patient aNd that the patient's appeal rligts
and procedures aer defined in this notification. The patient shall have at
least 90 days to request in writing, reconsideration of the initial
determination. The cantractor shallt have no more than 60 days in Webd to
finalize a reca fldtration and Inform the patient of the decision in writing.
The contractor shall have firsl action ion disputes not exceeding amounts of
$50. Disputes of amounts over $50 ahtLl be further ~apeled to IMCU. * ictl
action shall be made on amounts in dispute of ever 550 id less than 1300.
Appeals beyon this level shall be through U, US Army Neetth Serivices
Cammnd. Guidance regarding the developmnt of on aqpes s ystem my be
obtained from DOD Instruaction 6010.8-2.

C.5.7.3. grievances are ltes whlic connot be appealed. The contractor shall
develop a proceire much that grievanceis be adressed ad solved by the
contractor. Should the petiant not be satisfied with the action taken by the
contractor, they my further addressed in writing to the project advisory.....
committee for final resolution.

C.S.7./s. Procedures, pol Icy and implemnmtation for appeals and grievances
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"It bie sudbmitted to the contractingl officer Ame ltier tihan 150 iatede
dy f ster contract eward.

C.S..S. AainistretIve swats. Tn nature of aone "anaginemsit @"te
necessitates that the mental health eart will generally be reviewed ether
prospectively or cancurrently wn preutherfsed or preauterwigtllon denied.
In cases dfe"at, It shall be necessary for the contractor to have on
edeinlstrtilw system to revlew su .dnltts. An adalnistretive peal ysta
for such dentate is mandatory uner th contract. he M entrectr slltt how
oufflctent appeal aehaniam for preeuthSzlatz n dect|le to WeWr OAe V.W.
CtKX benefit to not ebreoted. Under Ch 10 for there te be an appelable
Issue there mAt be a dfqiuted uetion of fact whsh, If rsolved In fevw of
the appealing party, would result in the authoriuatlen of CIMS bneflis.

t.S.7.5.1, If preouthorluatien to denied by the contractor end the
benefIctiry date not obtain sort, It wOld not result to the outhoritotlen of
benefits becewe the ideical necessity. for mental health sere would depend an
the patient's currendt medical -eed and rt the patient'. pest a ttlesioN

C.5.?.6. The controctores a•ppa system ehltt distiufa•h between mrwstary ....

h 10 appeals and administrative appeals rtllrle under subeections C.S.T.1s
end C.S.?.2. aoey. The appeal systm shell distinguih between the rule
oppilesblo to cantraed (or eaployees of the oentrector) and noenotratted

(1 providers where skich distinction ios ieplobte.

C.S.?.?. Fee this section the contractor sha(l act a CIWPI FI. The ...

Contracting Officer ujil perform the functions for a levet of eppeel beyond
the contractor. If the Contracting Officer reverses the doelsifn to den,
pGyept made by the centractor, the cantractor e"ll then pay for srwe
recelved by the beneficiary. In the case were a provider Is appealing the
contractor payment decision, the Cantracting officer's reversal of the ....
eontractor'$ decision sha resutt In the contractor Copylne with the appeal
request.

C,5,$. TRANSITIOUI.

C.S.S.I. The contractor shell eubmit to the Cmntraeting Offilcer a detailed
plan for the operation of the managed cate function with the proposel.

C.$.S.2. The plan for Wrine aend traintrq of staff for the m-neged core
functlon shell be submltted no l(ter than nlnty (903 colander days efter

contract award. CA jr sb. -,+'T~
€.5.8.S. The provider/beneflefapy so•mkinity shell be advised of the

procodures for accessina the manged care fometten beginnlng no later than
sixty (60) catender days prior to the start-work date.

(
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.S415 .4. TM contractor hell esmit to the Contrectirq Officer a draft
lenefiloary and Provider lan*.ek which details these activities of Interest
to Ooe bonalklory and proier• communt v ltee then 150 ctntdr days"

aifter €ntrect award.

C.S.G.S. ft latr" than 190 CutldBP d~M after aW4Mret Swardl the . ....
contractor shatt establish erathds for hendrifl troultionst costs, I.e.,

thote patients for mks active Ware ti In pross on the strt-ort k date. If
the core provided to tronsItIenlt caew woud be within the map of services.
ee rod by this contract If Initiated after the atartuork date, the
contrector shAell be liable for that portion of ae delivered an and aftero the
otert*ewok date for guch asoa. The contractor shall determine bow more of
IMe sixty (60) irpetifnt doy hew alreedy bena wed by a benef¢lefry'prior to
payment of any Inpatient cars. The contractor shall provide a written ePuony
of transition activities not later then 60 salendar diay after catetion of

1.S.6.6. The tramnItIon pian "haitted b the cotractor with the poset
shot( also address the pr•ca6.res that the eontractor will follow t en• the.
completion of this bontrect. These Precodvb will be directed at miniefsivi
eny adverse Waocet •i•ih may be experienced by patients utIltzlrq the
serv|ies offered under this contract.(

5.$.S.T. o dot Wants to terminate paymnt (becaus of inmppropistane1s ..
on'neceossty) far care Initieted priot to the Implementation date for

delivery of cuqirhonsIve mantal health services shell be made by the
sentroctor without a patient (or respMolble party) interview. goth the.
pedant end ottendiri provider shalt be motifild of the pWpoe of the......
Interview at the time the Interview Is roiestod, nd shall be ratified of the
decision within one 11) woklrqi day of the Interview.

C.$.3.S. Only 0COMPUI my mike retroective deniels of palm t for ae
Initiated prior to the imlementatien date for delivery of copiLeenIw
mantel health services. If it It the epinion of the contractor that care my

be mdicelfy or psychologically unneeosary, the contractor sha1ll peanm" to
OCOMWU that poyment be denied. end and sit epportIng evidence necessary to
arrive at a decision. At the time of its recomidation. the contractor ohati-
ratify the beneficlary or, responsible family meber Ond the Institutienet
and/or Indtvidwet provider Involved.

1.5.!.9. The contractor osholt provide propsead contract provider aproemnt
form to the tontrecting off fear within 120 days of ter award of the contract.

C.5.9. R• WING PLA
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C.S.9.1. The contractoo idoaltdvlo a dotailed sorktIng pla aid mlet
ibis pion to the Contraecting Off low Cow otc 4) for appis. Mhe pion/ owal inclued at least inforsiation eowering the foilloings

C 59.11.A draft of the rqapired Foedral Nolegistotime.

C.S.9.1.2. A schedulie for conuity meetings to he conducted by the$contractor. These meetings dolt be mise to ban fIclarlee and provideso
within the catchoont waes. They shall be schoduled with aifficWent frapincy
and sweilabiity to hacre doat the sojority of beneficiaries ore af fordud the
oportunity to attend.

c.S.9.i.3. A schedule of meetings with ailtiory comid Oaio iltaery
tieatwent facilities dhich dholt be conducted by the contractor aupaininei
this contract ard the purpas. of the downstretion and its effect en the
ser~vicmnn and wemen aid thei r fmll Iiss.

C.S.9.1.4. Persons currently in treetmnt die will be affected by this
contract shall be provided infaimetion regardng the transition of their care
to the contractor's swtoo.

C.59.15.Infoeretien detailing the cost to the patient, claim procedores
daductibles and cost shares and the effect of the contractorls eputan en other
COMMWU bene fits.

C.5.1O. The contractor ehalt meet with the current Cawww Ft for the
mi*-Atlentic region to discuss sadificatlons of existing 7t contracts. Those(es fmeetig " al be scheduled by the Contracting Offifcer prior to the begi mine
date of ser-vices. The cost to sodify existing F1 contracts shall not be paid
by the contractor.

C.S.11. Deliverabts CbSo Attadwnits £ and 5 hereto).

C.6. APPLICABLE REUJTIATMn AND SMUMS.

C.6.1. boaunots a~leale to this SM are listed below. The document* We"w
been coeas advisory or mandatory. The contractor is only obligated to
fol low those codedas mendatory and only docinenwts referenced herein.
Supplements and I nto to these - weory publications my be issued.
during the life of the contract. if any publication d nge dhich becomes
effective during the contract period causes a clenge in parforsuice within the
owning of the Changes clause. lit will net be iplanonted unitil the
contracting officer issues a change order or nodification to the contract.

C.6.1.1. Nandatory:

SOA1O-89-C0013 P00002 C-23
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S40-2*, 3 wa ISr - A cfasli friemmit Pml ntdm Ge eal
ilIrdatletfm , a currotty med.

w an WS, Imp T - Amotatry Pfoltet ewe

AN IM-0, Fob 79. AMW Safety Pro.grin WC &W I Wnt 1. JWm &. to M
W-•10

M 35-40. 1 Sep 0 - Accident aprt ng eand Record I nt EC OLiutmi
d*td 7 M SI

- Om4,otiont Safety and U.ath Administration lapoatlen

Ow Itnirctimn 6010.8-3. Civitian lbwith an Nediclt Program of the Uniformd
"SMvice. NWr 86

-Cansoelidatd tandards M auamt, Joint Cmissim an Accreditation of listthearo
400 -- Orpenizatiamu "-

C..6.1.2. Ad ysor:

- A 40-6". 1 Ap 87 - Medical Record and QuaLity Auswure

An 310-15, IS Oct 83 - Dictionary of United State Armv Term

iiC Pm-310. 1 Jun 84 -"ldmx of WSC Ciumod Administrative PulAfcations

C.6.2. Unilen noted otherwise, tll required Arw and DO0 tegultaions,
Directives and Form so referenced in this SON ihait be oda ail lable by the
OR wen requested by the contractor.
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Surveillance Plan
Contract DADAIl-Q8-C-0013

Fort Bragg Mental Health Demonstration Project
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1. INTRODUCTION

1.1 Purpose. Theme Quality Assurance Surveillance procedures have been
developed to aid the Contracting Officer's Represenative (COR) in
providing effective and systematic surveillance of all aspects of the
contract.

2. RESPONSIBILITIES.

2.1 The U.S. Army Health Services Command (HSC) is responsible for
ensuring that the mental health care services provided are satisfactory in
accordance with the quality assurance specifications set forth in the
contract.

2.2 The Contracting Officer (KO). Central Contracting Office (CCO). U.S.
Army Health Services Command is responsible for negotiating changes in
terms, conditions or amounts cited in this contract.

2.3 The COR is responsible for assuring contractor performance through
audit, documentation and liaison with the KO.

3. INSPECTION PROCEDURES.

3.1. Recordsnreviews should occur at least quarterly for the duration of
the project, and should contain a mix of cases, especially those requiring
complex and/or extensive treatment (inpatient, residential, multiple types
of treatment etc). Initially, review should probably occur monthly with
an Army Child & Adolescent Psychiatrist present for clarification. Once
the procedure is refined a clinician need not be present, but can review
problem records after initial monitoring.

4. DOCUMENTATION.

-General. Each inspection made by the COR must be documented and
filed for future reference, audit and proof of inspection. Copies of
documentation concer~ning shortfalls from expected performance levels
should be forwarded to the KO within 5 workdays after the inpection has
been completed. Special emphasis should be placed on any clearly
unsatisfactory performance. A copy of the inspection will also be
fowarded to HSC.

e
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1. Standard. The COR will verify that services are only being rendered
to those beneficiaries residing within a 40 mile radius of Fort Bragg
called the catchment area identified by zip coos.

Inspection procedures. COR will pull randomly selected case records
and check zip codes.

Frequency of Inspection: Quarterly

Reference: C.1.1

2. Standard. COR will ensure that families can participate in treatment
and that unnecessary separations are minimal to nonexistent.

Inspection procedures. COR will review case record to find out if
familiy therapy is occuring and how frequently. COR will review case
record to check number of client no-shows and response.

Frequency of Inspection: Quarterly

Reference: C.1.2.1

3. COR will ensure there is sufficient staff to properly perform

requirements of the contract.

Inspection Procedures. Review of staff

Frequency of Inspection: Monthly at POC Meeting

Reference: C.1.3

4. Standard. COR will review hiring practices of Cardinal Mental Health
and ensure that only licensed, credentialled providers are allowed to
provide mental health services to clients.

Inspection Procedures. COR will randomly review credentials files.
check diploma copies, indication of verification with school, must
meet criteria for type of provider.

Frequency of Inspection: Quarterly

Reference: C.1.3.1 - C.1.3.14

5. Standard. COR will ensure that supervision is provided and documented
for employees required to function weekly under supervision by senior
level clinicians. Examples are substance abuse counselors must function
weekly under supervision of senior level clinicians. Other individual
Professional Providers ie., mental health counselors, foster care parents,
and members of the contractor's alternative living treatment team must be
under physician supervision.
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Inspection Procedures. COR will verify that supervision it taking
place by reviewing employment records and physician visits to the group
homes.

Frequency of Inspection: Quarterly

Reference: C.1.3.9 - C.l.3.10 and C.5.3.1

6. COR will ensure that non-urgent and diagnostic services begin within a
a--k period following request or referral.

Inspection Procedures. Review of client file for date of contact and

first visit.

Frequency: Quarterly

Reference: C.1.4.4

7. Standard. COR will ensure that the diagnostic study shall begin
within the week of referral and shall be comaleted and reviewed by the
Treatment Team in two weeks, or less, and that the full treatment plan-
will be completed within 72 hours of initial contact, unless a more
complex plan Is needid.

Inspection Procedures. COR will review a sample of patient charts to
see if the process from referral to full implementation is being
completed. (Check dates)

Frequency: Quarterly

Reference: C.1.4.4

7. Standard. COR will ensure emergency services are avaliable on a
24-hour basis and that the service provides crisis counseling and
direction to the nearest emergency site. COR will also ensue that the
child/adolescent can be stabilized, and that diagnositc services shall
begin within 24 hours.

Inspection Procedures. COR will verify avaliability of e ," 35 and

review records of children who have received emergency/urgent cervices.

Frequency: Quarterly

Reference: C.1.4.5

8. Standard. COR will ensure treatment team meets contract criteria.

Inspection Procedures. The COR will review records to ensure the
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treatment team consisted of a child psychiatrist, a doctoral level
practicing child psychologist, and the supervisors of service components,
who are fully qualified mental health professionals. COR will ensure that
the MD or psychologist has signed the patient's record.

Frequency: Quarterly

Reference: C.1.4.7

9. Standard. COR will ensure that the case manager receives input from
others significant to the Individual client, much am his/her teacher,
court counselor.

Inspection Procedures. COR will review charts for this information
and discuss process with case managers.

Frequency: Quarterly

Reference: C.1.4.7

16. Standard. COR will ensure the Axis III diagnosis is completed by the
physician.

Inspection Procedures. COR will review patient chart to see if Axis
III diagnosis check has occurred. Also a status as to whether a physical-
exam is needed or additional procedures are needed.

Frequency: Quarterly

Reference: C.1.4.10

11. Standard. COR will ensure that the contractor has a program to
account for property and that the property is being maintained and
inventoried on an annual basis.

Inspection Procedures. COR will review property list to ensure all
property is accounted for.

Frequency: Quarterly

12. Standard. COR will ensure that the cases of individuals involved in
residential placement are reviewed every 14 days by the case manager and
every month by the Treatment Team.
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Inspection Procedures. Chart review of those Individuals in

residential placement.

Frequency: Quarterly

Reference: C.5.1.14

13. Standard. COR will review utilization of leased vehicles.

Inspection Procedures. Review mileage logs/trip reports.

Frequency: Quarterly (Should b* briefed at POC Meeting per contract.)

A 't- I
14. Standard. COR will ensure that each case manager be responsible for
no more than 20 patients.

Inspection Procedures. COR will verify number of case managers and
divide by the number of clients presently enrolled to ensure contract is
being followed.

Frequency: Monthly at POC Meeting

Reference: C.5.3.1

15. Standard. COR will ensure case managers provide information to the
Treatment team at least every 30 days while the patient is under
treatment.

Inspection Procedures. Chart review - Team review noted

Frequency: Quarterly

Reference: C.5.3.2

16. Standard. COR will ensure that the treatment team plan does the
following: Reflects the patient's clinical needs and conditions.
Specifies the services necessary to meet the patients needs, Includes
referrals for services that are not provided directly by the organization,
Contains specific goals which the patient must achieve to attain, maintain
and/or reestablish emotional and/or physical health, Shall contain
specific objectives that relateto the ýoals, stated in measurable terms
and include expected achievement dates, Shall describe the services,
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activities and programs planned for the patient and specifies the staff
member assigned to work with the patient, Shall describe the services,
activities and programs planned for the patient and specifies the staff
member assigned to work with the patient, Shall specify the frequency of
treatment procedures. Shall delineate the specific criteria to be met for
the termination of treatment, Shall include specific plans for the
involvement of the family or significant others in the patient's
treatment.

Inspection Procedures. Review progress notes

Frequency: Quarterly

Reference: C.5.4 (all)

17. Standard. COR will ensure progress notes be made for each patient
which document the implementation of the treatment plan, actual treatment
provided to the patient, chronological documentation of the patient's
clinical course, and changes in each of the patient's conditions.

Inspection Procedures. COR will ensure that a discharge summary Is
entered into the patient's record within 15 days after discharge or
release from care.

Frequency: Quarterly

Reference: C.5.4.5

18. Standard. COR will be responsible for the review of the contractors
QA Plan and QA Program.

Inspection Procedures. COR will review written documentation of
contractor's QA Plan and check for 10 pt QA Plan as per JCAHO model.
Review QA Minutes.

Frequency: Monthly at POC Meeting

Reference: C.5.5.1.4

19. Standard. COR will ensure that the contractor is secondary payor for
any service or supply for persons enrolled in any other insurance, medical
service, or health plan except Medicaid to the extent that the service is
also a benefit under the other plan.

Inspection Procedures. COR will review claims to ensure claims are
first billed to other health insurance companies first.
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iquency: Quarterly

Reference: C.5.0.3

26. Standard. COR will ensure DEERS eligibility in being verified.

Inspection Procedures. COR will check to make sure this is taking
place and that those who are not eligible do not receive care.

Inspection Frequency: Quarterly

Reference: C.5.8.7

21. Standard COR will ensure appeals and grievances are being handled

and that they are brought to the attention of the Project Oversight
Committee.

Inspection Procedures. Review of appeals and grievances.

Frequency: Quarterly

Reference: C.5.7.2
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CLIZOCAL UYTM

?00111? ~ PUUCIePeUrn dented: Goehratlrns of GbIl trine fa17 arc opggptewp te.

3.1 t1imly "AUSMite and somlen 69 as sde s and Me Plan.

.2 timely ad effeetiw te Ung ernt Um E ma a and W letfISS of tassa mL .

S.3 DR WA imividusallaed an plam are appropriete and of accptabla qualty.

7. Oz pecocoLs are wsed end effective tot Dz ad develomet ofk Ex .

0. Assigned lovel of eare meets criterla mod is appropriate to elloayl a**&e..

9. Client received deareftb wessmernet by senior level clinician. %bleb was reviewed by &Z plan.

Ill. Preepe:tive 4114A stseressed ad "$eassed to accord u/intake screening Protees Prior to AdWBSGGOC.

13. 9ecisia regardift need tor shysicaL =m maode prior te competin ad 1mplmm LS at a mo pM..

14. InlemotLes resagd~m Progress In outpatient. i-only revismid by NX ternm 30 dsyu ofter eameplottio
af Rb Pla. ad sees 12 visits Or over? 6 ON - (*ubicha is e$00er) thereater. Progress tu
outpatient am plus rovine every three mooths.

35. go p 1 m barned immedicatol stab. and clinical seeds and specifies needed aerylee imolamd4
Il refeurelms eintanso gocas related toemiotional and 3seel" be~al aid miseasrable
abjegeIVee rested to Pealu W/epected dat"s for attainmnt; serviese. activities. and progess
Viewe tor stiont frequemay of Is procedures. spec ific criteria for tammiatn leaw enipan" fot
Involvement SC tM1nlY/61@LitMLc ethers.

14. Progessc siaw densomot Implementation of Rb Plan. clinical writ.c peutanfa responsa to
&reetiot. Of sigoiteat etuer to Imprtat, events.

17 isbe O=y 111%ft 15 dqez iselv41" somletai portLarni Inistlin~ms regard&%g 1m findings aod
17pters"ea Is Is Snard achievemnt of goals, Includes apropriate after tare pla..

18. bylIcmes sgatur~es typed/stamed u/som. degree. DU Usesa somer.

Revievwed by: ___________ Date:_ ________

Cbart G________

Type of Service: OAtPt Case rts't bor 1-a- off as Op sac Res RLi
(circle)

E-4



SAPPROPRIATENESS OF DIAGNOSIS/TREATMENT

I. DIAGN;zSIS: Review of the diagnostic process indicates the
following:

yes no NA*

A. Diagnosis is consistent vith history.

B. Diagnosis is consistent with symptoms.

C. Diagnosis is consistent with findings.

D Alternative diagnosis to be considered:

E. Secondary diagnosis to be considered:

II. TREATMENT: Review of the Treatment (Rx) Plan indicates the
following:

A. Services are consistent vith diagnosis.

B. Services are consistent with severity.

C. Services are consistent with family's

needs/family's capacity to support Rx.

D. Length of treatment is appropriate. - -

E. Intensity of treatment is appropriate.

F. Alternative Rx Plan to be considered:

G. Need for treatment supported by data.

* NA: Not sufficient information available to determine.
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MGEN JAMS N. UJSAUGH, JR. CHILD AND ADOLESCENT MENTAL HEALTH CLINIC
ADMINISTRATIVE RECORD REVIEW

ITEM jYESI N0jN/A�

I2.d. Provider is a�propriat.j licensed mid credentialed to provide mental health services. I I I I
(Reference: Contract pares. C.1.3. C.1.3.1O.) I I I I

2... ProvIder's cli.,,�.l privilege. has not been limited, aempmnded, or revekad within five ysers. I I I I
I (Reference: Contract pare. N.15.) I I I I

13. T� tern c�osition meets contract reqiirasents. I I I I
(Reference: Contrect pare. C.1.4.7.) I I I I

r- 4- + -
Jid. Client is CIWWI.IS eligible uaider the age of IS, rasidas in the Fort Bragg cetchaint area, aid has a I

covered D�-III-R diagnosis. (Reference: Contract pare. C.1.2.) I I I I

19. Doctuented evidence show. that client eligibility has been verified usir� the DEERS system. I I I I
I (Reference: Contract pare. C.5.6.7.) I I I I

iZO. Only authorized mental health service. outlined in pare. C.5. of the contract have been provided, mid I I
mental health service. excltded in pare. C.5.2. have not been provided. I I I I
(Reference: Contract pares. C.5. - C.5.2.) I I I I

�23. If client residas outside the cetchment area, the client wine seen on en emergency or space available I I I
basis, ma provided only normal CIWUU mental health services, mid the CHAIPUS fiscal intermediary for I

I the mid-Atlantic region was properly invoiced for the cost of any services provided. I I I I
(Reference: Contract pare. C.5.6.5.) I I I I

I 1-4-f-I
12/.. If trmuportation was provided, was it based on clinical mid soclo-aconmic need and authorized in the I I

treatment plan? (Reference: Contract pare. C.5.1.22.) I I I I
I I I I I

0,art 9: _________________

Typeoflervice: CIO.atpt C�CaseNgt UEmerg ClIn-heme ClDayTx ClPtNoap CJResTx CJRTC CIIr�t

Comeents:

Reviewed by: ____________________________________ Date: __________________ SIMVFRN.FB (6/30/92)
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